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Apresoline’ 


HY DROCHLORIDE 


HYDRALAZIN BA 


Over 80 per cent of hypertensive patients can experi- 
ence some benefit from Apresoline therapy if the 


\ following points are kept in mind: 
=\ pe eee , 
\ 1. The initial doses of Apresoline should be small (10 mg. 


after meals and at bedtime) and increased gradually 
over a period of weeks. 


2. The dosage schedule should be adjusted to the indi- 
. vidual response. It may take 8 weeks or more to realize 
optimal benefits. 


3. Too much, too soon may lead to unnecessary side 
effects. Too little for too short a time may deny clinical 
benefits to some patients. 


4. It is usually advisable to inform the patient that some 
secondary effects (e.g., headache) may occur at the start 
of therapy but that they almost always disappear as 
treatment is continued. 


5. When secondary effects occur, they can often be man- 
aged by symptomatic treatment with antihistamines 
(e.g., Pyribenzamine,® tripelennamine Ciba), aspirin, 
barbiturates, etc. 

Supplied: Jab/ets, 10 mg. (yellow, double-scored); 25 mg. 
(blue, coated); 50 mg. (pink, coated). Bottles of 100, 
500 and 1000. 

Ampuls, \ cc. (20 mg. per cc.). Cartons of 5. 
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to prevent attacks in angina pectoris 
4 out of 5 patients respond in 3 studies 


The consistency with which Peritrate can pre- 
vent attacks in angina pectoris is demonstrated 
in the published reports of three investigators. 
Each obtained good results in almost the same 
high percentage of patients: 

Humphreys e¢ al.1..78.4% had fewer attacks 
PIONZ4. 4. oss .eeee+-80% had fewer attacks 
Mathews... ice aes 80% had fewer attacks 


Used as a prophylactic agent—rather than to 
provide relief when an attack is present or 
imminent—Peritrate will in many cases 
¢ reduce the number of attacks 
e reduce the severity of attacks which 
are not prevented 
Other beneficial effects: 


Extensive clinical use has demonstrated that, 


Peritrate 


TETRANITRATE 


in addition to preventing or minimizing attacks, 
Peritrate will frequently 
e reduce the nitroglycerin requirement 
© increase exercise tolerance 
¢ improve the EKG picture 


For effective prophylactic management 


A long-lasting coronary vasodilator, Peritrate 
provides prophylactic action for 4 to 5 hours. 
Administration must be maintained on a con- 
tinuing daily schedule—usually one tablet 3 or 
4 times daily. Some patients will require a 
2-tablet dose. Peritrate is available in 10 mg. 
tablets in bottles of 100, 500 and 5000. 


1. Humphreys, P., et a/.: Angiology 3:1 (Feb.) 1952. 
2. Plotz, M.: N.Y. State J. Med. 52:2012 (Aug. 15) 1952. 
3. Dailheu-Geoffroy, P.: L’Quest-Méd., vol. 3 (July) 1950. 





BRAND OF PENTAERYTHRITOL TETRANITRATE) 


WARNER-CHILCOTT 
oLaboratories 


NEW YORK 
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Long-lasting relief 
of surface pain and itching 
with 


potent ..... nonirritating .... . nonnarcotic 


The effective and prolonged surface anesthesia provided by 
Nupercainal Ointment (dibucaine ointment Ciba) brings long-lasting 
relief from pain and itching in sunburn, hemorrhoids, abrasions, 
dermatoses and many other conditions. Its effectiveness is due 
to its 1 per cent content of 
Nupercaine® (dibucaine Ciba), 
one of the most potent and 
long-acting of all topical 
anesthetics. Issued in 1-ounce 
tubes with rectal applicator and in 
1-pound jars for office use. 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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SENILE PRURITUS... 


Partly by their low boiling fractions but mainly by their 
reducing action, tars exert their vasoconstrictor, astringent 
and antipruriginous qualities.’ They frequently provide 
welcome relief in senile pruritis, that “most annoying con- 
dition to plague the aged.” 


ALMAY Tar Bath —contains Juniper Tar (Oil of 


Cade) in a water-miscible base. Will not discolor skin, hair or bath- 
tub. Two to four tablespoons required to the tub of water, in which 
body should be submerged for about 10 minutes. Room, water and 
towel should be at body temperature 


° © 
Juniper Tar Ointment greascless, non-staining, 
water-miscible preparation containing Oil of Cade, 4%, in a bland 
base consisting of a potassium stearate cream and containing also 
stearin mono-glycerol ester, cetyl alcohol, propylene glycol and 
water. To be applied two to three times daily or whenever neces- 
sary to combat itching. 





DIVISION OF Schieffelin & Co. 
22 COOPER SQUARE * NEW YORK 8, N. Y. 


References: 


1. Rothman, J. and Shapiro, A. L.: Med. Clin. N. Amer. 33:274-5, 
Jan., 1949. 


2. Stieglitz, E. J.: Geriatric Medicine, p. 848, 1943. 
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KARO offers an ideal way to supply a portion of the 
high carbohydrate requirements...by milk modification, 
or as a sweetener for cereals and fruits. Prescribe Karo 
with confidence for any age. 

Medical Division 


CORN PRODUCTS REFINING COMPANY 


17 Battery Place « New York 4, N. Y. 











Looking forward 


Papers and Authors you will meet 
in the July issue 
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Surgical risks in older individuals 
do not differ greatly from those in 
younger patients provided a compre- 
hensive program of Preoperative and 
Postoperative Care of the Elderly is 
followed, according to Dr. E. Lee 
Strohl, clinical associate professor of 
surgery at the University of Illinois. 
A careful survey beforehand of the 
patient’s psychological outlook, and 
of his cardiovascular, respiratory, 
fluid and electrolyte, nutritional, re- 
nal and hormonal status, will allow 
for correction of deficiencies 
before surgery and warn the surgeon 
of possible postoperative complica- 
tions. A detailed discussion is pre- 
sented. 


some 


Nutritional factors play a major role 
in Etiology and Treatment of Ather- 
osclerosis, according to Dr. Julius 
Pomeranze of New York Medical 
College and Flower-Fifth Avenue 
Hospital. The author discusses mul- 
tiple non-specific agents which may 
contribute to development of this 
condition, including biochemical, 
physical, hereditary and_ socio-eco- 
nomic factors, and advises more 
purposeful search for atherogenetic 
trends and constant early attempt at 
overcoming etiologic factors in pre- 
destined individuals. 


The importance of Physiological In- 
fluences on Psychic Function in El- 
derly People is not to be underesti- 
mated, in the opinion of Dr. Ewald 
3usse, professor of psychosomatic 
medicine and director of the electro- 


encephalographic laboratory at the 
University of Colorado. He and his 
co-workers report a 140 
patients over 60 for whom electro- 
encephalographic records were ana- 
lyzed and correlation with psycho- 
logical test data attempted. 


series of 


Part 1 of Therapeutic Studies with 
ACTH and Cortisone, dealing with 
long term observations of their ef- 
fects in rheumatoid arthritis, skin 
diseases and neoplastic diseases, is 
presented by Dr. Freddy Hombur- 
ger, instructor in medicine, and Dr. 
Charles D. Bonner, research profes- 


sor of medicine at Tufts College 
Medical School. Their report is 
based upon intensive laboratory 


studies combined with clinical ob- 


servations. 
e 

lective rather than emergency sur- 
gery for Inguinal Hernia in Men 
Over 55 resulted in a reduction in 
mortality from 10 per cent to less 
than 0.5 per cent among 305 hernio- 
plasties reviewed by Dr. Martin W. 
Debenham, assistant clinical profes- 
sor of surgery at University of Cali- 
fornia, and Dr. Cooper Davis, sur- 
gical resident at San Francisco 
Hospital. Complications were also 
reduced appreciably when surgery 
was undertaken before an emergen- 
cy operation became necessary. 


For these and other articles, abstracts, 
reviews and special features, read every 
issue of Geriatrics. 
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Advantages 


Administered as Easily as Insulin: 
Subcutaneously or intramuscu- 
larly with a minimum of dis- 
comfort. 


Fewer Injections: 
One or two doses per week in 
many instances. 


Rapid Response, Prolonged Effect: 
Combines the two-fold advan- 
tage of sustained action over 
prolonged periods of time with 
the quick response of lyophilized 


ACTHAR. 


Much Lower Cost: 
Recent significant reduction in 
price, and reduced frequency of 
injections, have advanced econ- 
omy of ACTH treatment. 
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THERAPEVTICS 





result in the treatment 


0 
Bronchial 
Asthma 


Severe bronchial asthma can now be 
treated in the home and in the office 
with a degree of success similar to that 
obtained with hospital care. Improve- 
ment is prompt and dramatic. Neither 
the patient's age nor the chronicity of 
the asthmatic condition detracts from 
the efficacy of ACTHAR treatment, 
which has stood the most severe of all 
tests of usefulness—the requirements of 
the general practitioner. The use of the 
disposable cartridge syringe—an im- 
mediately available form of HP* 
ACTHAR Ge/—can be a life-saving 
measure in the medical emergency 
which suddenly arises in the course of 
long-standing ‘“‘intractable’’ asthma. 
HP*ACTHAR Gel has demonstrated 
its superiority Over customary measures 
in many instances of bronchial asthma, 


and has brought about gratifying re- 


missions lasting as long as 18 months. 


*Highly Purified. ACTHAR® is The Armour 
Laboratories Brand of Adrenocorticotropic 
Hormone—ACTH (Corticotropin). 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, ILLINOIS 
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OLD AGE BENEFITS 





IN EVERY BOTTLE 





VALENTINE’S meat extract 


HAS SPECIAL VALUE FOR THE AGED AND AGING, PROVIDING: 


the psychologic benefits of a “tonic”, plus 
the physiologic benefits derived from 


® stimulation of failing appetites 
increased flow of digestive fluids 
®@ supplementary amounts of vitamins, 
minerals and soluble proteins 
extra-dietary vitamin B,.2 
protective quantities of potassium 


in a palatable and readily 
assimilated form 








ey 


Supplied in bottles of 2 and 6 fluid ounces. 
DOSAGE: One teaspoonful two or three times 
daily. Two or three times this amount may bs 
prescribed for potassium therapy. 


VALENTINE comeany.ine 


RICHMOND 9, VIRGINIA 
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Progressing Research Reveals 


Nutritional and Metabolic Advantages 
from Oranges Eaten Whole 


Thar the properly organized diet plays an essential role in 
health maintenance, today is universally accepted as a fundamental 
concept in nutrition. On this basis, oranges—properly peeled and 
eaten whole—merit a prominent place in the daily diet. 

Orange juice is and remains probably the simplest palatable 
form in which to ingest the daily quota of vitamin C. But of many 
other nutrients and physiologically valuable substances the fruit eaten 
whole supplies notably more than does the juice. 

Of the carotenes, for instance, the whole fruit provides six times 
as much as does the juice—1.0 mg. instead of 0.16 mg. per 100 Gm. 
of fresh weight. 

Of the protopectins, with their regulatory influence on intestinal 
function and improved absorption of certain noncaloric nutrients, 
the whole fruit contains ten times as much as does the juice—1.0 
Gm. instead of 0.1 Gm. per 100 Gm. 

Similarly with the bioflavonoids (which may well be concerned 
with capillary integrity), of these too the whole fruit contains ten 
times as much as does the juice—1.0 Gm. vs. 0.1 Gm.—and of 
inositol, one of the lipotropic B vitamins, it contains twice as much— 
0.4 Gm. as against 0.2 Gm. per 100 Gm. of fresh weight. 

On the basis that the foods eaten should be chosen for their con- 
tribution to health maintenance, the suggestion ‘‘Eat an Orange a 
Day—and Eat It Whole” appears to be sound advice. 

California Valencia Oranges are now in 

plentiful supply. Virtually everybody can 
benefit from their health- 
maintaining values. 







; Sunkist Growers « Los Angeles 54, California 


Sunkist 


A practical, healthful source of protopectins Calfointa--hriyona Ovanges 
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Rehabilitating severely croppled 
arthritics with physical therapy 


Cortone’ / 


ACETATE 


(CORTISONE ACETATE, MERCK) 





The concurrent use of CORTONE and physiotherapy 
makes it possible to increase range of motion and 
muscle power, to relieve pain, and thus to rehabili- 


tate severely handicapped patients. 


Snow, W. B., and Coss, J. A., N.Y. State J. Med. 52: 319, Feb. 1, 1952 








Corronk ts the registered MERCK & CO., Inc. 
trade-mark of Merck & Co., Inc. j Manufacturing Chemists 


for its brand of cortisone. RAHWAY, NEW JERSEY 


©Merck & Co., Inc. 
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Habit Time of bowel movement 
is easily secured by proper use of Petrogalar. Normal 
bowel movements, once achieved, are easily maintained— 


even though dosage of Petrogalar is slowly tapered off. 


PETROGALAR® ert) 


Aqueous Suspension of Mineral Oil 
Philade oides: Pa. 


Forms Available: + Plain * Unsweetened « with Milk of Magnesia 
* with Caseara * with Phenolphthalein. Bottles of 1 pint. 


peeeeeeee 












SENILE AND ATROPHIC VAGINITIS 
POSTMENOPAUSAL PRURITUS 


Ortho® 


VAGINAL ESTROGEN THERAPY 


Dosage: One or two applicatorfuls per 
day for one or two weeks, then 
gradually reduced to one-half 
applicatorful for a similar 
period. 


Dienestrol Cream is available in large- 
size, detachable label tubes, with or with- 
out the plastic measured-dose ORTHO 
applicator. 


On original prescriptions specify 
“Dienestrol Cream with applicator.” 


for “difficult” menopausal patients 


Hexital tasiers 


TRADE MARK 


ORAL ESTROGENIC THERAPY PLUS SEDATION 


Composition: Each tablet contains hexestrol 3 mg. and 
phenobarbital 20 mg. (¥3 gr.). : @ 





Dosage: One tablet daily on retiring for the average case. 
Dosage may be increased to 2 or 3 tablets daily in more 
severe cases. 


HEXITAL tablets are available in bottles of 100, 1000 and 
5000. 


Ortho Pharmaceutical Corporation 


Raritan, New Jersey 
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the breads of today 
and yesterday 


A STORY OF PROGRESS IN NATIONAL NUTRITION 


Contrary to a widely prevalent fallacious assumption, com- 
mercial white breads of today offer more, not less, of 
nutrient essentials than either commercial or homemade 
breads of former years, even as recently as 1930. 


Commercial white breads of today are almost univer- 
sally enriched with B vitamins and iron, and contain 
substantial amounts of nonfat milk solids.’ Breads of 
yesterday contained neither added vitamins and iron nor 
nonfat milk solids. 


Conforming to government requirements,* commercial 
enriched breads of today provide per pound not less than 
1.1 mg. of thiamine, 0.7 mg. of riboflavin, 10 mg. of niacin, 
and 8 mg. of iron. White breads of yesterday contained 
only insignificant amounts of these important nutrients. 


Containing generous amounts of nonfat milk solids,! 
usually 4 pounds per 100 pounds of flour, commercial breads 
of today provide flour protein supplemented with milk pro- 
tein. Hence the protein of today’s commercial white breads 
is notably superior biologically to the protein of yesterday’s 
breads,‘ being in itself biologically effective, thus contribut- 
ing to maintenance of body tissue and growth promotion. 


Due to the calcium contained in nonfat milk solids and in 
other ingredients of the baking formula, commercial breads 
of today supply also significant amounts of calcium—about 
400 mg. per pound.’ Breads of yesterday, without these 
elements, furnished little of this nutritional essential. 


Because of this notably high content of essential 
nutrients, bread—in generous amounts—deserves inclu- 
sion in every meal. 


The Seal of Acceptance denotes 
that the nutritional statements 
made in this advertisement 
are acceptable to the Council 
on Foods and Nutrition of the 


“—~ 

ees 
MEDICAL 

‘ai American Medical Association. 
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i. Flour and Bread Enrichment, 1949-50: 


Prepared by The Committee on 
Cereals, Food and Nutrition Board, 
National Research Council, Washing- 
ton, D.C., 1950. 


Geddes, W.F.: Cereal Chemists Guard 
Nutrition, Agricultural and Food 
Chemistry 1:38 (Apr.) 1953. 


- Bakery Products; Definitions and 


Standards of Identity, Federal Reg- 
ister 17:4453 (May 15) 1952. 


Sherman, H.C.: Chemistry of Food 
and Nutrition, ed. 8, New York, the 
Macmillan Company, 1952, p. & 


Goddard, V.R., and Marshall, M.W.: 
The Calcium Content of Commercial 
White Bread, United States Depart- 
ment of Agriculture, Technical Bull. 
No. 1055, 1952. 

Crespo, S., and Bradley, W.B.: Cal- 
cium and Milk Content of Commercial 
White Bread. Report by the Labora- 
tories of the omer in Institute of 
Baking, Feb. 28, 1950. 


AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE 


* CHICAGO 6, ILLINOIS 











Convenience of ready-to-use 
single-dose disposable cartridges 
for use with the Pfizer Steraject Syringe. 
Handy for office, house calls — 
and hospitals. Among the widely used 
antibiotic formulations available are: 
STERAJECT Penicillin G Procaine 
Crystalline in Aqueous Suspension: 
300,000 units, 600,000 units, 
and 1,000,000 units. : 
STERAJECT Permapen* Aqueous 
STUry ol-valciielamaele-lale mre) | 
’ dibenzylethylenediamine dipenicillin G): 
600,000 units. 
STERAJECT Combiotic” Aqueous 
Suspension: 400,000 units 
penicillin G procaine crystalline 
lave MO Moms Claamellahzelces-1¢¢-1 9) Colum) O10F 
STERAJECT Streptomycin Sulfate 
Yo) [Uhalelaban an Clune 
STERAJECT Dihydrostreptomycin 
Sulfate Solution: 1: Gm. 


Antibiotic Division, CHAS. PFIZER & Co., Inc., Brooklyn 6,N. Y. 


* TRADEMARK, CHAS. PFIZER & CO., INC. 


















J ‘in functional G.|. distress 
spasmolysis alone | 
is not enough” 


For prompt and more effective relief of belching, 
bloating, flatulence, nausea, indigestion and constipation, 
prescribe Decholin/Belladonna for : 


reliable spasmolysis 


e inhibits smooth-muscle spasm 
¢ suppresses incoordinate peristalsis 
e facilitates biliary and pancreatic drainage j 


T 


improved liver function 


e increases bile flow and fluidity through hydrocholeresis : 
e enhances blood supply to liver 


e provides mild, natural laxation — without catharsis 


DECHOLIN* with BELLADONNA 


Dosage: One or, if necessary, two 
Decholin/Belladonna Tablets three times daily. 


Composition: Each tablet of Decholin/Belladonna 
contains Decholin (dehydrocholic acid, AMES) 3% gr., 
and ext. of belladonna, 1/6 gr. (equivalent to 

tincture of belladonna, 7 minims). Bottles of 100. 


AMES ( 
COMPANY, INC ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 


47553 














Fa Ao th paul” 
Utose fat axe 
always bold 


For patients with impaired peripheral 
circulation, RONIACOL ELIXIR 'Rochet 
provides a well-tolerated vasodilator 
' in tasty, convenient form. Also 
available in tablets, Roniacol 
(beta-pyridyl-carbinol) is especially 


useful for prolonged therapy. 

















Gomineel, Scdele'— 
a well thorated 


vasedlatn — 





Roniacol usually provides effective 
vasodilation without likelihood of 
severe flushes or other side reactions. 
For peripheral vascular disorders and 
for maintenance therapy in angina 


pectoris. 














IN 


ANEMIA 





Vitamin B,}2 PLUS Activator 


Effective potencies of all hemopoietic factors 
are supplied for comprehensive antianemia 
therapy. The desiccated duodenum is a 
source of intrinsic factor to enhance the 
utilization of the oral By)2. Armatinic Acti- 
vated also supplies folic acid, another 
demonstrated B,2 potentiator. Patients with 
macrocytic and microcytic anemia, except 
pernicious anemia in relapse or pernicious 
anemia with associated neurological symp- 
toms, will be effectively maintained with 
Armatinic Activated. The proved therapeutic 
effects of ferrous sulfate and ascorbic acid 
are readily obtained and assure a prompt 


hemoglobin response. 


Development of Hematological 
Intrinsic Factor 
The Armour Laboratories has pioneered 
in the development of potentiating and 
activating hematological agents such as 
the desiccated duodenum used in Arma- 
tinic Activated. 


Each Armatinic Activated Capsulette contains: 
Ferrous Sulfate, Exsiccated.. 200 mg. 


PRNISNORINA oa e10\s' 010010 oie 6° 10 meg. 
Folic AGid....ccccsccccece 1 mg. 
Ascorbic Acid (Vitamin C).. 50 mg. 
**Liver Fraction Il (N.F.) with 
Desiccated Duodenum... 350 mg. 


*The Armour Laboratories Brand of Crys- 
talline B12. **The liver is partially digested 
with duodenum during manufacture. 


Supplied in bottles of 100 and 1000. 


armatinic 


acuvated 








THE ARMOUR LABORATORIES 





A DIVISION OF ARMOUR AND COMPANY * 


CHICAGO 11, ILLINOIS 
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Moderate diuretic action, sustained effectiveness, and minimal toxicity 


.a clinically desirable compound that makes Calpurate a preferred diuretic 
in long-term therapy. Calpurate also stimulates cardiac output. 


Calpurate—the chemical compound, theobromine calcium wee 
is remarkably free from gastro-intestinal and other side effects . . . does not 
contain the sodium ion. 


To ‘licht ad’ in Congestive Heart Failure 


Galporate i is particularly indicated: when edema is mild and renal function 
adequate . . . during rest periods from digitalis and mercurials . 

where mercury is contraindicated or sensitivity is present... for moderate, 
long-lasting diuresis in chronic cases, 


? 


Dosage he individualized as LECESSATY 

Usual adult dose is 1 or 2 vabslats t.i.d., following meals. Where there is 

a pathological accumulation of fluid, 2 tablets at two-hour intervals 

for three doses, with a pause until the following day, frequently produces 
a greater diuresis and avoids habituation. 

Usual adult dose of Calpurate with Phenobarbital i is 1 or 2 tablets t.i.d., 
following meals. 


MALTBIE LABORATORIES, INC. »* NEWARK 1, N. J. 
Supplied: 


Calpurate Tablets of 500 mg. (7% gr.) ® 
Calpurate Powder 0 U rd T p 
Calpurate with er 

4 ST 


Tablets—16 mg. (% : 
phenobarbital per tablet The moderate, non-loxic diuretic 











DIETETIC TUNA IN THE TREATMENT OF 


Arteriosclerosis 


For the patient with arteriosclerosis 
for whom a low-fat, low-cholesterol 
diet is indicated, Dietetic Tuna meets 
the need. High in protein, Dietetic 
Tuna is ideally constituted as a diet- 
ary source of essential amino acids 
with a minimum fat content. Low in 
sodium, Dietetic Tuna is appropriate 
for those arteriosclerotic individuals 
for whom a low-salt regime is desired. 


The result of years of research, 
Dietetic Tuna is packed by a special 
procedure from selected light-meat 
tuna. The chemical composition and 
the nutritive properties of Dietetic 
Tuna are under constant 
laboratory supervision. 















Typical average 
composition 
of drained contents 
e 


Total solids 30.6% 


Protein 28.3% 

Fat 0.75% 
Cholesterol .07% 
Sodium 70 mg. % 
lodine 17 mcg. % 
Fluorine 20 ppm 
Riboflavin 116 meg. % 
Niacin 13.7 mg. % 


Animal Protein 
Factor (B,,) 12 meg. % 


(122 calories 
per 100 grams) 





Well proportioned 
combination 
of all essential 
amino acids 


(Values given as 


percent of protein) 


e 
Arginine 5.2 
Histidine Lm 
Isoleucine 4.7 
Leucine 7.0 
Lysine 8.3 


Methionine 2.8 
Phenylalanine 3.5 
Threonine 4.1 
Tryptophan 1.1 
Valine 5.2 
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STRTHROND®: Scored tablets in strengths of 0.1 and 0.2 mé- containing sodium i-thyroxine, 
the active principle of the thyroid gland, prepared synthetically in pure crystalline 
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in the diets required 
by cardiac patients 


TasTI-DIET brand dietetic foods fit well into the diets 
prescribed for cardiac patients, especially when ‘caloric 
restriction and low sodium intake must go hand in hand. 


The impressive array of these fine foods comprises 
“cream of the crop”’ canned vegetables processed without 
salt; rich-tasting desserts, puddings, jellies, luscious 
canned fruits, all prepared without added sugar, and— 
applicable when sodium intake need not be curtailed 
—tangy oil-free dressings for salads. 


In taste, texture, and feel to the tongue Tasti-Diet 
brand dietetic foods can hardly be distinguished from 
ordinary foods of comparable quality. Yet they are as 
much as 76% lower in calories. The reason is an exclusive 
(patented) processing method which employs nonnutri- 
tive stabilizing and texturizing agents and, in the case of 
sweetened foods, incorporates saccharin* or sucaryl.* 


Your patients will appreciate learning of Tasti-Diet 
Low-Calorie Foods. Their cost is little higher than ordi- 
nary foods of comparable quality. 


*Contraindicated in severe kidney damage. 


Physicians are invited to send for 
literature and a representative sample 
of each category of the foods mentioned. 


FLOTILL PRODUCTS, INCORPORATED 


DIET DIETETIC Ff 


Stockton, California 
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Tasti-Diet Dietetic Foods are special purpose foods 
processed to meet specific dietetic needs. Tasti-Diet 
canned fruits, jellies, and desserts (no sugar added) 
are sweetened with nonnutritive artificial sweet- 
eners; Tasti-Diet canned vegetables are processed 
without the addition of salt or sugar; Tasti-Diet dress- 
TASTY ings, containing no sugar or mineral oil, are pre- 
JELLIES pared especially for low-calorie, low-sugar, and 


diabetic diets. — 













































LUSCIOUS 
CHERRIES 


DELECTABLE 
SWEET FIGS 


RICH RIPE 
PEACHES 


DELICIOUS 
CUSTARDS 


SAVORY GELATIN 
DESSERTS 


DRESSINGS 





In the illustration is shown a section of the wall of the large intestine suggesting the mode 





of invasion of Endamoeba histolytica into the various levels; the mesenteric venules lead to 


the liver and escape of some of the parasites may cause an amebic abscess of the liver. 


Diodoquin® in Amebiasis 


‘‘Diodoquin is very effective in curing the intestinal infection. er 


In a recent survey of seven commonly-used 
amebacides, Weingarten* concluded that 
Diodoquin (diiodohydroxyquinoline, U.S.P.) 
gave an excellent percentage of cures with 
maximal safety for the patient. 

The active protozoacidal agent in Diodoquin 
is iodine, present in the high percentage of 63.9, 

As a result of this high iodine content, 
Diodoquin is extremely potent and, with few 
exceptions, a twenty-day divided dosage will 


destroy the offending organisms. This efficient 


therapeutic effect is due to the high levels of 


insoluble halogen acting in the lumen of the 


SEARLE Research in the Service of Medicine 
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bowel. It is a well tolerated and relatively 
nontoxic amebacide. 
Diodoquin’s simplified dosage plan, three 10- 
grain tablets daily for twenty days, is a decided 
improvement of treating both the asympto- 
matic and symptomatic forms of amebiasis. It 
is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion. Diodoquin is supplied as tablets of 10 


grains (650 mg.) in bottles of 60 and 500. 


*Weingarten, M.: Proctology Symposium: Amebiasis: 


Medical Aspects, Mod. Med. 20:121 (May 15) 1952. 
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“Mediatric” Capsules are specially formulated to 
meet the needs of your aging patients — the post- 
menopausal woman and the man over 50. Steroids 
and nutritional factors will effectively counteract 
declining sex hormone function and dietary inade- 


xf . quacy, as well as interact to maintain the integrity 
MUM of general metabolic processes. The mild anti- 
depressant will tend to promote a brighter mental 

“proach w@ tier, outlook. “Mediatric” Capsules will help your pa- 
tients enjoy better health now and in the years 


Each capsule contains: 


0- VIL 2OE STEROIDS 
Conjugated estrogens equine (“Premarin”®@). 0.25 mg. 


Methyltestosterone ..............cccecees 2.5 mg. 


tO- NUTRITIONAL SUPPLEMENTS 
It WHEE NS (ASCORDIC QCIG)) © 06.665 scsiecelees 50.0 mg. 
MAME POL CBD)! ... . ssid ss ch va yen were 5.0 mg. 
nd Vitamin Bi U.S.P. (crystalline) ........... 1.5 mcg. 
ios MIRREN EMT 6 a0 6 ah ciy'Grus Wore oH ah ntere oiownearde eS 0.33 mg. 
; OMe GUIROIE EXSIG! . ow. kc oes cae aecees 60.0 mg. 
10 Brewers’ yeast (specially processed) ....... 200.0 mg. 
ANTIDEPRESSANT 
d-Desoxyephedrine HCl ................. 1.0 mg. 


No. 252 — Supplied in bottles of 30, 100, and 1,000. 
SUGGESTED DOSAGE: 
Ayerst, McKenna & Harrison Limited Male: One capsule daily, or more as required. 


Female: One capsule daily, or more, taken in 21-day 
New York, N. Y. + Montreal, Canada courses with a rest period of one week between courses. 
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“It’s so good to be back 
on the job, doctor” 
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NEOHYDRIN // > 
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/ / Fi 


BRAND OF CHLORMERODRIN / - 


NORMAL OUTPUT OF SODIUM AND WATER / 


PRESCRIBE NEOHYDRIN whenever there is retention 
of sodium and water except in acute nephritis 

and intractable oliguric states. You can balance 
the output of salt and water against a more 





physiologic intake by individualizing dosage. From one o' 6 
to six tablets a day, as needed. © 
PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 


There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 
in each tablet. 


(8 
«a cadership (nr Mirvete yescarch 
akesttle LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 

















Carcinoma of the Cervix Uteri 
Laman A. Gray, M.D. 


ONSIDERATION of carcinoma of the cervix uteri, both from a perusal 
of the vast literature and personal experience, gives rise to enthusiasm 
in the diagnosis and treatment of the earliest stages and gloom as the 

disease progresses. The records at the Louisville General Hospital show that 
490 cases of carcinoma of the cervix uteri were treated between 1927 and 
1945. Of these, 92 patients or 18 per cent lived five years or longer. Similar 
very poor absolute cure-rates have been reported by a few others, and pos- 
sibly it is not so uncommon over the country. The reason for the extremely 
low percentage was the preponderance of quite advanced stages. 


, earliest stage of carcinoma of the cervix, Stage O as designated by 
the League of Nations Committee, and more commonly known as carcinoma- 
in-situ, produces no symptoms. The findings on examination are erosion of 
the cervix, in probably 75 per cent of the patients; leukoplakia, as white 
spots, and irregular thickened white areas, in perhaps 5 per cent of the cases; 
and an essentially normal cervix in approximately 20 per cent. The diagnosis 
must be made by the microscope after biopsy of the cervix. This means that 
all cases with erosions of the cervix or chronic cervicitis should have biopsy. 
Since in a certain percentage the cervix looks normal, and since we are not 
so prone to biopsy every normal cervix, it appears that the value of the 
cervical smear, studying the cellular morphology according to the principles 
of Papanicolaou, is of the greatest importance. Reports indicate that the 
suspicion of diagnosis of carcinoma-in-situ or cancer limited to the surface 
membrane is extremely accurate by the cervical smear in the proper hands. 
Carcinoma-in-situ is surface carcinoma, without invasion. Often in the 


LAMAN A. GRAY, @ 1932 graduate of Johns Hopkins University School of Medicine, is 

associate professor of obstetrics and gynecology at University of Louisville School of 
Medicine, and a staff member at Norton Memorial Infirmary, Kentucky Baptist Hospital 
and the Veteran's Administration Hospital, Louisville, Kentucky. 
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cervix there is extension of the basal cells into the spinal cell layer with 
densely staining, more closely packed, and more immature cells. Varying 
degrees of this extension of the basal cell layer is called basal cell hyper- 
activity. Such minor degrees of proliferation are not in themselves suspicious 
of malignancy, as of the present day. When these cells, growing up from the 
basal layer, become quite irregular in size and shape, gradually showing 
some maturity, with intranuclear and intracytoplasmic edema, with irregular 
mitoses and giant nuclei, the diagnosis of Bowen's disease, as it occurs on 
the skin and other mucous membranes, is indicated. When the basal cells 
have extended to the surface of the spinal cell layer, have become deep- 
staining with numerous mitoses, and have formed rather marked irregularity 
so that the picture is one of evident epidermoid carcinoma without apparent 
invasion below the basal cell layer into the corium or subepithelial tissue, the 
diagnosis is carcinoma-in-situ or surface carcinoma. 

This lesion apparently may remain in the cervix for some time, perhaps 
a year, or several years, when invasion follows and true cancer develops.’ 
Whether the lesion is one year old or eight years old is impossible to deter- 
mine, but it evidently is in a slowly growing state in its earliest stage. Finally 
when the true carcinoma is well-formed the proliferation is rapid, invasion is 
severe, metastasis is the rule, and the seriousness of the situation is entirely 
changed. 

The treatment of definite carcinoma-in-situ is that of removal of the 
involved tissue. If careful studies show no invasion, one may choose to 
cauterize, to conize or to amputate, but the most accurate treatment would 
seem to be total hysterectomy conserving the adnexa. 

If the study of the routine cervix shows no suspicion of malignancy and 
only chronic cervicitis, that benign lesion should have careful and thorough 
treatment. This is believed to represent prophylaxis against the development 
of carcinoma, although carcinoma-in-situ may develop in the apparently 
normal cervix in a small but appreciable number of cases. 

It would appear at the present time that the cytology studies made from 
the vaginal smear are of less value and less interest in the general survey of 
vast numbers of women for cancer detection without examination, than the 
discovery of carcinoma-in-situ by the cervical smear made at the time of 
routine gynecologic examination.” It seems that the latter use may be accurate 
and of greatest use in clinical work.°* 


ee next division in the subject of cancer of the cervix that should be 
considered is that of carcinoma of the cervix, clinical Stage 1. This is the 
form in which the true invasive cancer of the cervix should always be found 
if not determined as a carcinoma-in-situ lesion. At least it should be diag- 
nosed in this stage. The Stage 1 carcinoma may be subdivided into three 
groups 45 

1 (a). The 1 (a) stage is that of microscopic invasive cancer without an 

apparent gross lesion. 


1 (b). The 1 (b) group is that of an obvious gross granular raised carci- 
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noma of 1 cm. or less in size. The lesion should be determined with 
reasonable certainty by gross inspection and palpation, to be con- 
firmed by biopsy. 

1 (c). The group 1 (c) includes all of the remaining more advanced carci- 
nomas that are apparently limited from a gross examination to the 
cervix itself. This includes those slightly larger than 1 em. in diam- 
eter and those involving both lips and the entire circumference, 
but without induration to the sides of the uterus. 


Stage 1 cancer apparently limited to the cervix allows for the greatest 
variation. The minute lesion, which at times is thought to be relatively slow 
in its growth and at other times rather rapid, certainly represents a different 
prognosis from that lesion which involves the entire cervix and contains a 
large volume of true neoplastic cells in the area. The study of the literature 
does not subdivide these cases of Stage 1 carcinoma and allows for great 
discrepancy in its interpretation. Undoubtedly some of the reports have 
contained many cases in the very early forms while others have consisted 
largely of obvious gross cancers, and yet they have been grouped together 
and reported in the literature in the same Stage 1. 


A PERUSAL of the large literature on cancer of the cervix reveals that 
irradiation, which is the standard acceptable treatment at the present time, 
allows an over-all percentage of cure, varying from 12.9 per cent’ and 14.3 
per cent® to a high of 51 per cent, the latter by Macdonald and Guiss‘ (147 
patients), and Keettel, Brintnall, and Randall,* and by Baud.’ Perhaps the 
reported average percentage of the total, or absolute cure rate, approximates 
40 per cent five-year arrest (13 of 22 reports in recent years show less than 
40 per cent). Some of those who have separated the Stage 1 carcinomas 
have more enthusiastic reports. Four are of 80,'""' 81 (21 cases),’* and 84 
per cent (26 cases)‘ five-year arrests in relatively small series of cases of 
Stage 1 carcinomas. Six reports in the literature give five-year arrests of 
between 70 and 78 per cent. Others are in smaller percentages. The majority 
in the literature do not subdivide percentage of cures but rather give absolute 
cure rates which makes it impossible to determine the value of the treatment, 
because the number of cases in the later stages may or may not overshadow 
the Stage 1 cases where the results are entirely different. It is our impression, 
however, that a fair estimate indicates that Stage 1 cancer of the cervix may 
have a five-year arrest by irradiation treatment, of the best quality, in approx- 
imately 60 per cent of cases. Perhaps this may be improved or a larger per- 
centage be cured, though it seems unlikely that any more than this number 
will be cured by irradiation therapy at the present time. While one may 
regard enthusiastically the curing of 60 per cent of patients with such a 
dread and serious disease which is so uniformly fatal, yet somewhere between 
20 and 50 per cent, and the average is probably 40 per cent, of the total with 
cancer limited to the cervix will die regardless of any irradiation therapy. 
This aspect of the picture is both discouraging and depressing. 
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Ww HAT are the possible reasons for the lack of cure of approximately 40 
per cent of women with carcinoma of the cervix uteri, clinical Stage 1, a 
tumor which seems from gross examination confined to the cervix? The first 
possible explanation, and one which is advanced by the irradiation therapists, 
is that of poorly given irradiation. The modern aspects of irradiation therapy 
involve the most detailed equations in physics and the determination of a 
tumor dose to be delivered into a particular region. Factors include the 
depth of the tumor, the thickness of the abdominal wall, the position of the 
pelvic organs, the integration of multiple portals at different distances, and 
the summation of irradiation. Insufficient treatment or overtreatment give 
poor results. The scientific and accurate placement of radium or other radio- 
active compounds to best destroy a tumor with not too large and not too 
small amounts of irradiation are of great importance. 

Complications from excessive irradiation involving the abdominal wall, 
the intestines, the bladder, the blood vessels, with necrosis, ulceration and 
secondary infection must be prevented if possible by the greatest of care in 
the distribution of the irradiation and the protection of adjacent, non- 
involved or healthy tissues. 

The second, and probably more important factor, as an explanation for 
the 40 per cent incurability of patients with carcinoma apparently limited to 
the cervix, is lack of sensitivity to irradiation. It is extraordinary how a large 
percentage of tumors of the cervix melt and disappear with unbelievable 
speed and sometimes with small doses of irradiation. On the other hand, 
there is a certain percentage of tumors with identical appearance under the 
microscope which do not respond well to irradiation, They may appear to be 
quite insensitive but may be eradicated finally and never recur, or they may 
remain relatively completely insensitive to large doses of irradiation therapy. 
On the other hand this sensitivity may take on a different aspect. The tumor 
may seem to melt very rapidly under the ordinary dosage of irradiation only 
to recur quickly and inexplicably.'* Calkins" found 73 (14.8 per cent) recur- 
rences of carcinoma in 497 patients thought to be definitely cured by irradia- 
tion therapy. The difference in the response involving either sensitivity to 
the primary dose, rebound of tumor cells, or perhaps an immunity to the 
irradiation, is one of the greatest problems in the treatment of cancer of 
the cervix. 

A third possible and probably important explanation of the inability to 
cure approximately 40 per cent of patients with cancer apparently limited to 
the cervix is the frequent and early metastasis of the tumor. It is well known 
that early cancer of the cervix most rapidly extends through the wall into 
the parametrium, and for this reason the ordinary conservative total hyster- 
ectomy is never satisfactory for the treatment of this disease, for not only 
does the tumor extend into the lymphatics about the cervix, but it often 
quickly traverses the lymphatics to the regional lymph nodes. These nodes 
are situated in the obturator foramen, along the hypogastric vessels, and 
along the external iliac vessels. The glands may be invaded by metastases 
although the original tumor of the cervix may be very small. The number 
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of cases in which metastasis has occurred with apparently Stage 1 carcinoma 
is somewhere between 20 (Parsons,’'? 17 per cent) and 40 per cent, (Currie, 
25 per cent; Morton,’' 35 per cent) and in our opinion, the latter is the 
more accurate probability. 


16 


A characteristic that has been recognized for many years is that epider- 
moid carcinoma when metastasized to lymph glands, whether it be in the 
neck, following lip or mouth carcinoma, or in the pelvis following cervical 
carcinoma, is relatively insensitive to irradiation therapy. This does not mean 
that it is totally insensitive, because undoubtedly to a certain degree, irradia- 
tion does destroy cancer in lymph glands. On the other hand, cancer cells 
develop a degree of protection from the surrounding lymph node that may 
prevent their destruction by large doses of irradiation therapy. Certainly 
radium to the cervix cannot be expected to deliver any therapeutic dose to 
the lymph glands along the border of the pelvic wall. It is only by deep 
irradiation therapy that such may be possibly accomplished. The ordinary 
tumor dose that is given today varies from 3,000 to 4,000 r in the region of 
the glands. Thirteen of our patients with carcinoma of the cervix have had 
irradiation therapy to the gland areas, with tumor doses of 3,000 to 4,600 r. 
Following radical hysterectomy and excision of the pelvic lymph glands, 
viable-appearing carcinoma has been found in the glands in six. Since others 
have found the glands to contain viable carcinoma at this dose, it has been 
suggested that at least 6,000 r tumor dose must be delivered to these 
regions.'* Many believe that this is an excessive amount of irradiation 
therapy and presents its own most serious hazards, perhaps as great as the 
carcinoma. 


W HAT can be done to attempt to increase the cure rate in Stage 1 carei- 
noma of the cervix? First, irradiation technic must be further studied and 
the new principles must be carried out with the greatest of accuracy and indi- 
vidualization of the treatment. Secondly, the sensitivity of tumors must be 
studied. Newer methods of determining sensitivity must be found. At present 
the multiple follow-up biopsy method of Glucksmann’’ is to be considered, 
or the follow-up vaginal smear of Graham’*® is worth further investigation. 
The third possible avenue of study and consideration is that of radical exci- 
sion of the pelvic organs with the lymph glands for insensitive tumors, for 
recurrences and for metastases to glands. Actually there is no method by 
which metastases can be determined in lymph glands because they are placed 
on the wall of the pelvis where they are impalpable, whether in the obturator 
foramen or along the hypogastric vessels or along the external iliac vessels. 
This may mean that the technic must be extended for the radical and careful 
excision of the pelvic lymph glands, probably with the radical excision of the 


uterus and adnexae. This technic is an extensive one, a serious operation to 
be undertaken with care, proper study, a good operating team, sufficient 
blood available, and the best of anesthesia. However, this surgery is not at 
all impossible. The mortality should be small if done with care, and perhaps 











CARCINOMA OF THE CERVIX UTERI 303 


the rate of cure may be raised. Only time can determine whether a combina- 
tion of irradiation therapy, and in our preference this includes preoperative 
x-ray therapy, and subsequent radical excision may be the answer at the 
present day for cancer of the cervix in a Stage 1 formation. [-ven if this is 
the proper approach it is not a happy one. 


j= third and last division of carcinoma of the cervix is the most depress- 
ing. It involves the relatively advanced and advanced stages of the tumor. 
The clinical Stage 2 cancer with its extension into the broad ligaments or 
onto the upper vagina, but not producing a frozen pelvis, may give a five- 
year arrest of 30 per cent. Some authors have reported 40 or 50 per cent, 
others much lower. The Stage 3 carcinoma extends into the walls of the 
pelvis, or into the pelvic lymph glands. The cure rate may possibly represent 
10 per cent. 


ae the Stage 4 with invasion of the rectum, bladder, and with metas- 
tases outside the true pelvis offers a zero five-year arrest in general. Actually 
there are reported occasional cases apparently cured. They must have had an 
extraordinary sensitivity, but for general consideration the patients are 
completely incurable. It would seem that if the tumor were very radiosensi- 
tive that regardless of the size or volume it should melt just as the smaller 
sensitive tumor would, but apparently as it becomes larger and more exten- 
sive and more invasive it becomes less sensitive. Perhaps there are involve- 
ments of the lymphatic tissues to a degree that prevents radiation effects. 
Instead of relief it seems at times these patients are made much worse by the 
irradiation therapy, developing more rapid and severe necrosis and infection, 
and subsequent hemorrhage and death. The well-known involvement of the 
urinary tract with its obstruction and uremia at times seems a blessing in 
contrast to the complication it represents. 

As long as cancer of the cervix has been recognized, the majority of cases 
have been Stage 3 or Stage 4, and strangely it appears that recent reports of 
carcinoma of the cervix are continuing to include a majority of Stage 3 and 
Stage 4. This is evidently due to ignorance of the lay people regarding exam- 
ination, to the apathy of the family physician who does not examine the 
patient, to the consideration that abnormal bleeding must be due to the 
natural menopause, or to general ignorance which causes the extraordinary 
situation to continue to prevail. ; 

Carcinoma-in-situ may be difficult to find and require the greatest detec- 
tivity. Clinical Stage 1 carcinoma is easier to determine and should not ordi- 
narily be missed if the biopsy forceps are used frequently, and the occurrence 
of cancer of the cervix beyond Stage 1 is a reflection on the intelligence of 
our profession and our communicating this knowledge to the women of our 
country. 

Perhaps some slight increase in salvage of the advanced cases can follow 
more carefully given x-ray therapy, treatment of infection, blood replacement 
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and general hygienic and nutritional measures, and even possibly the ultra- 
radical surgery, but without better methods of therapy little can be done to 
increase the salvage of these advanced cases. There is no criticism of the 
extreme radical surgery removing the bladder, uterus, rectum and total pelvic 
organs for the patient and the capable surgeon who chooses to try this 
method in the individual case, but again, the success is so meager as to be 
discouraging to most surgeons. 

In the advanced stages, while some patients have seemed harmed and 
made worse by irradiation, in general irradiation therapy may prolong their 
The large percentage of the advanced stages of cancer 
of the cervix explains the extremely poor results as found in some centers 


lives a few months.”’ 


and probably widely across the country where the five-year arrest may be 
between 15 and 20 per cent for the absolute salvage, but usually this includes 
a very small group of Stage 1 cancers and an overwhelming majority of 
Stage 3 and Stage 4. 

The obviously depressing status of this situation can be rectified only by 
earlier diagnosis and treatment. 


SUMMARY 


1. The treatment of carcinoma of the cervix is both impressive and 
depressing. The good results with irradiation may be happy ones, but 
the failures are most disturbing. 


2. The majority of cases of carcinoma of the cervix discovered today 
seem to be in the Stage 3 and Stage 4, where very few will be cured 
by any treatment. 

3. The minority of the cases discovered today are in clinical Stage 1 


apparently limited to the cervix, where the results of irradiation are 
approximately 60 per cent five-year arrest. 

4. The following factors are important in attempting to improve the 

cure-rate : 
(1) Continued education of women to have routine pelvic exami- 
nation. 
(2) Biopsy of all erosions and leukoplakias of the cervix and the 
performance of the Papanicolaou smear when possible. 

(3) The treatment and care of cervicitis by cauterization, conization, 
amputation, or total hysterectomy when indicated. 

(4) The discovery and treatment of carcinoma-in-situ by total hyster- 
ectomy, which diagnosis must be most accurate. 

(5) Attempts to discover all cases at least in Stage 1. Diagnoses 
should be made at this level and the vast number of cases of 
Stage 3 and Stage 4 should be eradicated by an intensive cam- 
paign. 

(6) Careful and expert irradiation therapy with individualization of 
cases, with consideration of irradiation sensitivity by repeat 

biopsies, cervical smears when possible, and pelvic examination. 
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-ased focal 


irradiation aimed at the lymph glands, weighing the possibility 
of adequate surgery with gland excision in the clinical Stage 1 


cases. 
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Tuberculosis—A Geriatric Problem 


Louis M. Barber, m.v., Clare N. Reese, M.D. 
and Leopold Maxzadi,M.D. 


HROUGHOUT the literature on pulmonary tuberculosis very little is 

brought out concerning the disease as a geriatric problem. And such 

it has become to the clinician caring for such patients, to the admin- 
istrators in charge of tuberculosis hospitals and units, and to the public health 
officials who are primarily concerned with the prevention of contact infec- 
tions from this group of older individuals and the further reduction in mor- 
bidity rates. 

PRESENT CONCEPTS OF TREATMENT 


Date ite the increased age of patients admitted to tuberculosis sana- 
toriums has brought about a changed viewpoint regarding what constitutes 
an “aged tuberculous patient.” Before the advent of chemotherapy and the 
strides in thoracic surgery, any patient over 50 who had a fair amount 
of disease was generally considered custodial. This feeling was based pri- 
marily on the following facts: (1) Pneumothorax was being used extensively 
while pneumoperitoneum had but few advocates. Experience had shown 
that older persons, because of emphysema and other aging processes, could 
not tolerate a pneumothorax as well as a younger patient. Many clinicians 
felt that the complications of pneumothorax were more frequent and more 
severe in the older age groups. (2) Due to less refined techniques of surgery 
and anesthesia, any major thoracic surgical procedure was contraindicated. 
(3) Before the advent of streptomycin there were no drugs available which 
had any marked effect upon tuberculous processes. (4) There were not many 
older individuals diagnosed as having active pulmonary tuberculosis while 
still in the minimal stage. 


PNEUMOPERITONEUM 


hi MANY parts of the country more extensive use is being made of pneu- 
moperitoneum, with narrower indications for the use of pneumothorax. 
For, although pneumoperitoneum does have its complications, they are 
usually not as severe as those which can occur with pneumothorax. Also, 
contraindications to the use of pneumoperitoneum are less than those with 
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pneumothorax. Therefore, we can now make use of a reversible form of 
collapse therapy, where none perhaps could have been used before. This holds 
true particularly in cases of extensive bilateral disease. Although atelectasis 
has occurred in a few cases with pneumoperitoneum, it is not nearly as 
frequent as with pneumothorax. Not only will pneumoperitoneum bring 
about elevation of the diaphragms and consequent relaxation of the lung, 
but it is also a great help to many patients with emphysema, and in most 
of these older patients, there is a slight or moderate amount of emphysema. 


DRUG THERAPY 


= the aid given by pneumoperitoneum there has been added the 
benefit of streptomycin, paraminosalicylic acid and the thiosemicarbazones. 
The last drug, however, is not being used as commonly as the other two, 
nor is it apparently as effective as PAS. These drugs are useful in two ways. 
First, they are used to hasten the resolution of the tuberculous process, 
which in turn gives the patient an increased sense of well being. Second, they 
are used to prepare the patient for surgery and as a cover to prevent com- 
plications during surgery. Many of these patients are too old for today’s surgi- 
cal techniques, even with the help of chemotherapy and better anesthesia, 
so there is no particular worry concerning drug resistance. In the younger 
patient there is always the possibility that he may develop some extrapul- 
monary complication which will demand the use of streptomycin. Therefore, 
if his pulmonary lesions will heal without its use, it is advisable that the 
drug not be used. With the geriatric patient, on the other hand, it is more 
or less of a one-time affair—either he gets well or he will not have any other 
opportunity for treatment. 

Our present treatment regimen in these older patients consists of: (1) 
pneumoperitoneum, if there are no contraindications; (2) dihydrostrepto- 
mycin, 1.0 gm. twice a week for six to eight months, with 12 gm. of PAS 
daily, if tolerated by the PAS; (3) limited bed rest—in bed 20 hours out 
of 24. We have found that these patients do just as well on 1.0 gm. 
dihydrostreptomycin twice a week as on streptomycin daily. 


THORACIC SURGERY 


— use has been made of extrapleural pneumothorax, resections 
and thoracoplasty. The oldest patient upon whom a surgical collapse was 
attempted was 68 at the time of surgery. The oldest resection case was 60, 
and the oldest pneumoperitoneum case, 74. It is still felt that if either a 
thoracoplasty or an extrapleural pneumothorax can be done, an extrapleural 
is preferable for it brings about a better selective collapse, with less collapse 
of non-diseased lung tissue. Older patients, with lessened respiratory capac- 
ity, tolerate it much better, and, since it is a one stage procedure, they are 
more agreeable to surgery. Thoracoplasty cases, on the other hand, are more 
apprehensive after each stage, seem to take the anesthetic poorly. 
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Figure 1 


In many institutions a staged thoracoplasty is done before or after resec- 
tions. These extra procedures have not been found necessary in most cases, 
for they merely increase the chances of an operative mortality. Following 
pneumonectomy in these older patients we have allowed the hemithorax to 
fill up with fluid. At first there is a shift to the non-operated side, but if this 
is causing compression of the remaining lung it can be remedied merely by 
removal of the air present in the hemithorax following surgery. Then, in a 
few weeks, there begins a shift back towards the operated side, not great 
enough, however, to cause compensatory emphysema of the remaining lung. 

In the upper lobe lobectomies we have made use of a concomitant 
thoracoplasty, usually of four ribs, at the time of surgery. The chest is 
entered generally through removal of the fifth rib. Following lobectomy the 
fourth, third, and second ribs are removed and the periosteum peeled off 
from the under surface of the first rib. This procedure has been done on a 
large number of patients over 50 with no mortalities. 

Actually, in the last three years, there have been no operative or immedi- 
ate post-operative mortalities in any of our tuberculous patients. The earliest 
mortality occurred in a 26 year old female two and a half months following 
a pneumonectomy. The concomitant thoracoplasty requires an extension of 
only 26 minutes at the most to the whole procedure, plus having another 
500 ec. of blood on hand. Postoperative complications have been minimal, 
with only three bronchopleural fistulas among all of our resections, and two 
contralateral spreads, one of which occurred immediately after surgery. 
Other than the three bronchopleural fistula cases we have had no empyemas 
or wound infections. Of these three cases of bronchopleural fistula, one was 
closed by cauterizing the bronchial stump with silver nitrate through a 
bronchoscope, and this patient is living and well and earning her own liveli- 
hood. Another is still under treatment, and the third patient died, as already 
reported. 
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HOSPITALIZATION OF GERIATRIC PATIENTS 


, = PROBLEMS of public health officials and the hospital administrators 
are bound up together on the question as to what is to be done with the old 
non-treatable cases. If administrators comply with public health regulations, 
they soon find that a good percentage of their beds are tied up with such 
cases. And usually, with each passing month these institutions are acquiring 
anywhere from three to five patients in the 60 to 80 age group. These cases 
usually have active disease with sputum, perpetusely positive but disease 
of such a chronic nature that it does not debilitate them very much. Thus, 
they will continue to tie up the beds of an institution for several years. 
More often than not they do not have the means to care for themselves in 
private institutions, and although their pensions, if they have any, would 
permit them to be in a nursing home, their disease prohibits this method of 
care. If they are not placed in a sanatorium, they usually proceed to different 
camps or lodging houses, where there is great chance of spreading infection. 





TABLE 1 
AVERAGE SANATORIUM STAY OF TUBERCULOSIS PATIENTS 
Condition Days 
Far advanced cases 737 
Moderately advanced cases 332 
Minimal cases 228 
3 





In some institutions the administrator’s problem has been solved by 
refusing to admit old non-treatable cases, in which the patient is apparently 
not sick enough to require hospitalization. This method automatically throws 
the preventive medicine aspects of public health out of control, for who can 
effectively control tuberculosis with numerous known active cases on the out- 
side? Quarantining such patients in their homes is impossible, unless com- 
pulsory isolation wards are available for those who break such a quarantine. 
In some areas there are nearly half as many active cases on the outside as 
there are in the hospital. Other areas have created the rule that a patient can 
be in an institution only for a certain length of time, and apparently if he 
is able to walk he is then discharged. Still other communities take all cases 
as they come, and when the beds are filled they either create a waiting list 
or attempt a full-fledged out-patient care with no previous sanatorium treat- 
ment. Of the above methods, out-patient care is definitely the best, for with 
such a setup, collapse treatment is started and continued, at least helping to 
cut down the number of sputum positive cases. Merely creating a waiting 
list, on the other hand, brings about chaos, for it not only leaves open cases 
on the outside, but these will, in most cases, have extensive progression of 
their disease. This, in turn, makes their stay in the sanatorium longer once 
they are admitted. 

In our particular area we have become hard pressed for beds because of 
the increased geriatric load, but so far we have been fortunate in not having 
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to create a waiting list. We cannot, however, keep our minimal and pleural 
effusion cases in the sanatorium as long as is actually needed, which has 
created a problem in rehabilitation, and also predisposes to an increased 
percentage of reactivations. However, although we cannot keep these patients 
as long as we would like, at least they are given some sanatorium care. 
We have a county population of 220,000, of mixed industrial and agricul- 
tural occupations, but predominantly agricultural, and with a high propor- 
tion of Orientals, Negroes, and Mexicans. For this population 295 beds are 
available for tuberculous patients. 

The average age of the patients at time of death at our sanatorium in 
1950-51 was 51 years, compared to an average age of 50 for 1949-1950, 48 
years for 1948-1949, and 45 years for 1947-1948. Thus, the trend has been 
gradually upward, and with increased longevity, no one knows where it 
will stop. The average death age has been matched by the average admis- 
sion age, which has also shown the same upward progression. 

Figure 1 shows that 174 patients are 40 years or older. Thus, 69 per cent 
of our beds are occupied by patients in that age group. On the other hand, 
only seven patients are 20 years or younger, which is the same as group 80 
or older. We have 3.68 beds available per death. With the situation as it 
exists in our vicinity, we might be able to make some headway if we had 
five beds per death, although a figure based upon deaths is not an accurate 
means of estimating requirements. With the present bed situation and the 
increasing age of the patients admitted, no area can bring about a sharp 
drop in morbidity rates without at least five beds per death. Some localities 
might even need more than five beds per death. Most governing boards, 
however, can’t see why they should make large expenditures to increase the 
number of beds, even though few localities have enough general hospital 
beds to care for the increased number of aged non-tuberculous patients. The 
increase in these patients can be expected to continue, for, with increased 
longevity, there is also a concomitant increase in the diseases commonly 
found in older age groups. If a large number of beds were suddenly made 
available for tuberculous patients, this would bring about a sudden drop in 
the incidence of future cases. As time went on, and beds and wards were no 
longer needed, they could be converted to the use of non-tuberculous patients. 
Therefore, in terms of cost, it would be less expensive to make an immediate 
outlay and bring the disease under control, rather than continue to spend 
large sums year after year. 

SUMMARY 

We have tried to show how with each passing year there has been 

an increase in the age of the patients admitted to tuberculosis hospitals. 

We have also attempted to show that, although surgery and antibiotics 

have helped a great deal, their help has been counterbalanced by the 

increased age of the population. We feel that an immediate outlay of 
funds to increase bed capacity of a locality is much less expensive in the 
long run than continued output of funds under present conditions. 














Management of Diabetes 
in the Office and at Home 
Reed Harwood, m.v. 


N THE 30 YEARS since the discovery of insulin the emphasis in man- 
agement of diabetes has shifted from the problem of merely keeping the 
diabetic alive, to the larger one of assuring him a long and active life. 

During this period the basic fundamentals of treatment, diet and insulin, 
have undergone only slight modification, but two important facts in the nat- 
ural history of diabetes have come to be recognized. First, it has been found 
that the incidence of the degenerative complications of diabetes increases not 
only with the duration of the disease, but also with its degree of control.'* 
Second, it is now generally realized that there are very many diabetics whose 
disease goes undetected for years.** Despite the usual mildness of such cases, 
the degenerative complications are just as commonly found as in severe dia- 
betics, and in fact often produce the symptom which leads finally to the diag- 
nosis of diabetes. 

The recognition of these facts has emphasized the importance of keeping 
the known diabetic under the best possible control, and of discovering the 
diabetes of the unsuspected case at the earliest possible moment. The wide- 
spread distribution of diabetes makes it imperative for the practicing phy- 
sician to have a clear understanding of the principles of diagnosis and treat- 
ment of the disease, since it is on him that the responsibility of increased 
diabetes detection and improved treatment will fall. It is the purpose of this 
paper to present an outline of the management of diabetes, discussing the 
problems that are commonly encountered by the physician in treating dia- 
betics in the office and the home. 


DIAGNOSIS 


Faw physicians will fail to make the diagnosis when a patient presents the 
classical symptoms of diabetes: polyuria, thirst, weight loss and weakness. 
But what of the patient who has no symptoms? Many new cases can be dis- 
covered if the physician makes a practice*of doing periodic urinalyses on 
patients who come to his office. The highest incidence of glycosuria will be 
found among the relatives of known diabetics and among the obese and the 
middle-aged. The physician should be particularly alert to the possibility of 
diabetes when the patient’s complaint is one which is commonly seen in 
diabetics—for example, carbuncle, infection of the foot, pyelonephritis, and 
failing vision. 
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A trace of sugar in the urine does not constitute proof of diabetes, but 
since diabetes is by far the commonest cause of glycosuria’ such a finding 
should be followed by tests which establish or exclude this diagnosis. Too 
often the patient is told that he has “‘a diabetic tendency,”’ is advised to avoid 
candy, potatoes, and sweet desserts, and there the matter is dropped. Too 
often this person will return in a few years with some serious complication of 
diabetes which might well have been avoided. More precise diagnostic meth- 
ods and detailed treatment and follow-up are required to prevent this 
sequence of events. 


ae diagnosis of diabetes rests on the demonstration of an abnormally 
high blood glucose level. A fasting blood sugar of 130 mg. per 100 ce. or 
higher or a non-fasting blood sugar of 170 mg.* after a meal is generally 
considered diagnostic evidence of diabetes.”° It should be emphasized that 
many so-called mild diabetics have a normal fasting blood sugar value, 
although after eating they are unable to maintain the blood sugar within 
the normal range. Hence, the chance of finding an abnormal value and thus 
establishing the diagnosis is enhanced by drawing the blood one or two 
hours after a meal. It is wise to obtain this specimen before the diabetic 
suspect has had the opportunity to prescribe for himself a restricted diet 
(as not infrequently happens) since the self-imposed restriction may restore 
the blood sugar level to normal before the diagnosis can be confirmed. 

A glucose tolerance test may be required to establish the diagnosis when 
the post-prandial blood sugar level is borderline. The fasting patient is 
given 100 gm. of glucose by mouth, and blood specimens are taken after 
one-half hour, one hour, and two hours. If the blood sugar rises above 170 
mg., and particularly if it fails to fall below 120 at the end of two hours, 
the diagnosis of diabetes is strongly suggested. It should be remembered that 
in certain other conditions—notably cirrhosis of the liver, thyrotoxicosis, 
malnutrition, and acute infections—a diabetic type of glucose tolerance test 
may be obtained. Additional caution in making the diagnosis is indicated 
under such conditions. 

Occasionally the glucose tolerance test itself is borderline. In such 
instances the patient should be advised to return for another test in six 
months or one year. The glucose tolerance test should be reserved for those 
patients in whom the diagnosis cannot be made by random blood sugar tests. 
In the patient with an already elevated blood sugar, no additional information 
is obtained by this procedure, and the patient is exposed to possible harm and 
inevitable additional expense. 


TREATMENT OF THE “‘NEW CASE” 


a may vary greatly in severity and can change quickly from a 
relatively mild to a very serious condition. Faced with a newly diagnosed 
*The figures here refer to venous blood sugars performed by the method of Folin and Wu. For “true blood 


sugar’ determinations by the methods of Somogyi and others, a fasting blood sugar of 100 and a post-prandial 
blood sugar of 150 are considered diagnostic. 
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case, the physician must therefore attempt an immediate evaluation of the 
diabetic state of his patient. The mild case is easily recognized as the one 
with no symptoms, with only a moderate degree of glycosuria and a blood 
sugar in the range of 120 to 200 mg. per 100 cc. With these findings it is 
probable that the patient will be satisfactorily regulated by a diet of restricted 
carbohydrate and calories. The presence of symptoms, such as thirst, polyuria, 
weight loss, and weakness of moderate degree indicates a more severe dia- 
betes, and is usually associated with intense glycosuria and a blood sugar 
between 200 and 300 mg. per 100 cc. These findings suggest the need for 
insulin, but if the history shows a gross indulgence in starches and sweets, 
it is possible that diet restriction alone will suffice to control the symptoms 
and bring the blood sugar to normal. 

Severe diabetes is suggested when such symptoms are accentuated and 
when dehydration is evident. If the blood sugar is over 300 mg. per 100 cc., 
or if the patient appears to be ill, it is usually wise not to attempt regulation 
in the office. The patient with these findings may quickly slip into a state of 
diabetic keto-acidosis, and should be sent to the hospital where he can be 
under close observation to prevent this serious development. Hospitalization 
is also recommended for patients whose diabetes is complicated by severe 
intercurrent disease (for example, an infection with fever) or when the 
cooperation or the intelligence of the patient and his family is in doubt. The 
detection of acetone in the urine or on the breath is of some help in evalu- 
ating the immediate diabetic state. It is rarely found in mild cases, but is a 
common finding in moderate cases, and is almost invariably present when 
coma is threatened. The presence of acetone, therefore, should keep the 
physician alert to the possibility of a worsening diabetic state, but need not 
of itself be considered an alarming finding. 

Whether the patient is to be regulated in the hospital or in the office, the 
principles of treatment are similar. A suitable diet is prescribed, and when 
indicated the patient is started on a daily dose of insulin. In addition, the 
patient must receive instruction in the management of a disease which will 
be with him the rest of his life. 

DIET 
Fou the beginning of treatment, the diabetic must be made aware of the 
importance of diet. He should understand the need for uniformity and regu- 
larity of intake from day to day, and have sufficient knowledge of food values 
to be able to adhere to his diet under the changing conditions of his daily 
life. The objectives of the diabetic diet are: first, to restore body weight to 
normal; second, to restrict the intake of carbohydrate and calories and to 
maintain this intake at a constant level; and third, to provide adequate 
amounts of protein, minerals and vitamins. The amount of food allowed 
will depend on a variety of factors: in particular, age, weight, activities, 
response to treatment and the severity of the diabetes. For weight reduction, 
a diet of 1000 to 1500 calories may be required, with a carbohydrate allow- 
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ance of 150 gm. or less if regulation is to be achieved without insulin. In 
this connection it should be emphasized that the majority of new diabetics 
seen in the office are obese and middle-aged. Their diabetes is mild, and can 
usually be controlled without insulin if the intake of carbohydrate and total 
calories is sufficiently restricted. 

More liberal diets are required for growing children and adolescents, for 
patients who are underweight, and for those whose daily activities include 
heavy physical exertion. The range of calories will vary from 1500 to 2500, 
and occasionally 3000 calories, with a carbohydrate allowance ranging from 
150 to 300 gm. For patients who require insulin, the carbohydrate at each 
meal should be approximately equal, and provision should be made for 
bedtime nourishment. 

In prescribing the diet, it is well to cater to the patient’s tastes, habits 
and racial customs insofar as possible; by so doing, greater cooperation will 
usually be obtained. Where weight reduction is not a prime objective, better 
results will be obtained by making the diet fairly generous, even if this means 
a larger dose of insulin. In the case of the obese patient, of course, there is 
no alternative to teaching strict self-denial if loss of weight is to be achieved. 

The initial diet is not necessarily the one that the patient will always 
have to follow. After satisfactory weight reduction has been obtained, the 
patient may be allowed a somewhat more liberal diet. Or the initial diet may 
be found to be too generous and if undesirable weight gain follows, further 
restriction is indicated. Changing conditions in the patient’s life and his 
response to insulin may necessitate further adjustments in the diet. 

In the early days of the dietary treatment of diabetes, it was considered 
essential to weigh all the food. This required a detailed knowledge of food 
values on the part of patient and physician which is no longer considered 
necessary. Today, it is generally agreed that household measures are suffi- 
ciently accurate for use in determining the size of helpings. All of the 
standard text books of diabetes include lists of food values and various types 
of diets. An extremely simple method of diet prescription has recently been 
devised by the American Diabetes Association with the cooperation of the 
American Diabetic Association and the diabetes branch of the U. S. Public 
Health Service. With the aid of their “Meal Planning” booklet, the physician 
will have little difficulty in planning a suitable diet which the patient will 
find easy to understand and follow.* 


INSULIN 


A- the initial visit, the physician may have to make a decision as to whether 
treatment with insulin should be started at once. There are several factors 
which will affect this decision. The severity of the diabetic symptoms, the 
degree of glycosuria and the blood sugar level should first be considered. 
Patients with marked thirst, and with a blood sugar of 300 mg. per 100 cc. 


*The booklet ‘Meal Planning with Exchange Lists,” and the six American Diabetes nee diets, 
may be obtained at reasonable cost from Health Publications Institute, Inc., Raleigh, N. 
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or over should certainly be given insulin without delay. The age of the 
patient is another factor: all children and most young persons will require 
insulin for adequate control. The weight of the patient is also important, as 
most underweight diabetics of all ages have a type of diabetes that usually 
requires insulin. Obese patients ordinarily have a milder type of diabetes, 
which can be regulated without insulin if the intake of carbohydrate and 
total calories is sufficiently restricted. The hyperglycemia and the symptoms 
in the obese diabetic are often the result of gross overeating, rather than an 
expression of the severity of the disease, and in such cases, insulin may be 
withheld for a considerable period while the result of treatment with diet 
alone is evaluated. Patients with only moderate glycosuria and hyperglycemia, 
and with symptoms which are mild or absent, may also safely be given a 
trial of diet therapy at first. If on subsequent visits it is found that the patient 
continues to have glycosuria, or that the blood sugar remains elevated despite 
adequate dietary restriction, then a small dose of insulin should be prescribed. 


bs CHOOSING which of the several available insulins to use, and what dose 
to prescribe, it should be kept in mind that the response to insulin is highly 
individual and unpredictable. Any one of the longer-acting insulins now 
available will prove to be quite satisfactory for the patient who requires 
only a small dose (10 to 20 units). Each of these insulins has its place in 
the treatment of diabetes, and each has its disadvantages; the perfect insulin 
preparation has not yet been found. Protamine zinc insulin has the disad- 
vantage of a rather slow onset of action; it is likely to permit hyperglycemia 
during the day and to produce hypoglycemia after midnight, when the 
patient is asleep. Globin insulin has the disadvantage of having a duration of 
only about 18 hours. In certain severe cases the diminishing action of this 
insulin will permit the blood sugar to rise during the night. NPH insulin 
is longer-acting than globin, and quicker-acting than protamine zinc, and 
hence in many ways is preferable to either of the other two insulins. But in 
severe cases, it may fail to check an undesirable rise in blood sugar in the 
forenoon or after midnight. As indicated above, the disadvantages of the 
various insulins will not be apparent in the treatment of the mild case. 

As for the initial dose of insulin, it is wise to begin conservatively with a 
dose of 10 or 15 units, holding in mind that most new diabetics will be 
adequately controlled on a daily ration of from 10 to 40 units. During the 
period of regulation, the patient should be séen every few days, and the dose 
of insulin should be increased by five to ten units each time until the urine 
is sugar-free and the blood sugar approaches normal. If symptoms of hypo- 
glycemia occur, the dose should be reduced by a similar amount and occa- 
sionally the patient and the doctor are gratified to see the need for insulin 
disappear altogether. 

Generally, however, the need for exogenous insulin is permanent, and 
occasionally adequate control is not achieved until the dose of insulin is 
pushed to 60 or 80 units or even higher. When doses above 40 units are 
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required, it is often necessary to supplement the long-acting insulin with a 
small morning dose of crystalline insulin to prevent hyperglycemia in the 
middle of the day. This is particularly apt to be the case when protamine 
zine insulin is used, but may also apply with NPH insulin. The size of the 
supplementary dose of quick-acting insulin is reached by trial and error, the 
goal being to keep the urine free of sugar during the morning and afternoon 
without causing hypoglycemic reactions. 

When both short and long-acting insulins are to be used, it is possible to 
mix them in the syringe to avoid two injections. With protamine zinc insu- 
lin, it is necessary to alter the proportions in order to achieve the desired 
quick action. There must be an excess of crystalline insulin over protamine 
zinc; the most commonly used ratio is 2:1, but this can be altered to suit the 
response of the individual patient. When NPH is used, this adjustment of 
proportions is not necessary; the small supplement of crystalline insulin may 
be added to the NPH dosage and will exert the same effect as though 
injected in a separate site. 


ss Is perhaps appropriate to consider here what constitutes adequate con- 
trol of the insulin-treated diabetic. Ideally, one should attempt to achieve a 
state in which the urine is consistently sugar-free, and the blood sugar is in 
the range of 100 to 180 mg. per 100 cc. at all times. In practice this ideal 
state can be achieved easily in the milder cases who require a relatively 
small insulin dosage. In patients whose insulin requirement is large, and 
particularly in young and underweight patients with the so-called “brittle”’ 
type of diabetes, unaccountable fluctuations in the blood sugar are to be 
expected. In this group, the attempt to keep the urine entirely sugar-free 
will often result in frequent severe hypoglycemic reactions. When this 
becomes apparent, it is wise to allow the patient to spill a little sugar every 
day, but this glycosuria should be kept to the minimum that is consistent 
with freedom from hypoglycemia. In a small percentage of this group, the 
balance between hypoglycemia and ketosis is very precarious, requiring 
close supervision and great ingenuity on the part of the doctor to prevent 
serious mishaps. Insulin reactions in the elderly and the aged are particularly 
undesirable because of the danger of precipitating vascular accidents. How- 
ever, the diabetes of the elderly is for the most part fairly stable, and severe 
insulin reactions are not encountered with the frequency seen in young per- 
sons. Hence with reasonable caution it’is practical to maintain excellent 
control in the elderly diabetic, and chronic glycosuria should be allowed 
only if experience has shown that the patient is subject to hypoglycemic 
attacks 


EDUCATION OF THE PATIENT 


Pe vsisty new diabetic should be thoroughly instructed in the nature of dia- 
betes and its treatment. The properly trained diabetic is much better prepared 
to take his condition seriously and to cooperate in the efforts of the physician 
to keep the diabetes well regulated. The attitude of the physician is of the 
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greatest importance in this respect, as the patient will quickly adopt as his 
own the point of view of his physician. The process of educating the patient 
should be a gradual and continuous one. In the first few days of treatment, 
the patient has a great deal to learn—the details of the diet, how to test the 
urine, and the technique of insulin injection. Later he must learn how to 
recognize and treat insulin reactions, what steps to take in case of some acute 
illness, and the necessity for frequent urine tests and for periodic checks with 
his doctor. Of particular importance to patients in middle age and beyond 
is instruction in the care of the feet, and in the avoidance of the common 
mistakes that lead to infection and gangrene. 

Instruction in diabetes is primarily the responsibility of the doctor, and 
the success of treatment will largely depend on his willingness to devote the 
necessary time to it. The patient should also own one of the excellent manuals 
for diabetics’* and should be urged to re-read it from time to time in order 
to keep fresh in his mind the many intricacies entailed in proper manage- 
ment. He might also subscribe to the magazine for diabetics, the 4A.D.A. 
Forecast,* which will acquaint him with the problems of other diabetics, 
and keep him informed on recent developments in treatment. 


SUBSEQUENT MANAGEMENT OF DIABETES 


Duce the patient is satisfactorily regulated, the question will arise: How 
much further supervision is necessary? This will depend to a considerable 
extent on the severity of the diabetes and the intelligence of the patient. The 
physician should keep in mind the permanent nature of diabetes and its 
tendency to fluctuations in severity. He should also realize that diabetics 
tend to get increasingly careless about their therapeutic program if they are 
not reminded periodically of its importance. For these reasons, all diabetics 
should be given appointments for check-ups at regular intervals. The patient 
who is consistently aglycosuric on diet alone need be seen only once or twice 
a year; and the patient with severe diabetes may have to be seen every few 
weeks. The average insulin-treated patient should be checked three or four 
times each year. 

Perhaps the most important part of the periodic examination is the 
report the patient gives of his own urine tests. Without this, the physician 
would have an entirely inadequate knowledge of the state of his patient’s 
control. Hence the patient must be trained-to test his urine regularly. The 
mild diabetic who is usually sugar-free will need to test only once or twice a 
week. Most insulin-treated patients should make a daily test, and the severest 
cases should test at least twice daily. Patients who neglect the urine test 
may go for months without realizing that they have chronic glycosuria and 
hyperglycemia, a state which, according to our present concept, predisposes 
the patient to retinopathy, nephropathy, neuropathy, arterial disease, infec- 
tion and coma. If the patient is at all conscientious, a positive test for sugar 


*A.D.A. Forecast, 11 West 42nd Street, New York 36, New York. 
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will tend to check dietary indiscretions, and a negative test will give him 
satisfaction and reassurance. 

The periodic check-up has enormous psychological value. It shows the 
patient that his physician considers diabetes a serious disease, and it tends 
to make the patient more careful since he knows he is going to make an 
accounting to his doctor from time to time. Moreover, the routine visit has 
great practical value. The physician should ask for a report of the interim 
urine tests, and should check the patient's eating habits and deviations from 
the diet, and question him regarding insulin reactions. Adjustments in the 
diet because of a change in weight or because of insulin reactions at certain 
hours may be indicated, or there may be a need for a revision of the insulin 


dosage. 


& ADDITION to these routine questions and minor adjustments of the 
regimen, a number of other measures should be included in the periodic 
check-up. Any complaint should be investigated, and the patient should 
have an annual physical examination to rule out complications and unrelated 
disorders. The urine should be examined, not only for sugar to check the 
patient’s report, but also for albumin, casts and cells, which may disclose a 
frequent and important complication. A blood sugar determination should 
be made occasionally, although in general this test is less informative than 
the day-to-day urine test. Occasionally, however, the blood sugar is found 
to be surprisingly high (or low) indicating the need for closer supervision 
and more aggressive treatment. It is therefore best to get blood sugar tests 
on severe diabetics at each visit. 

The feet of elderly diabetics should be examined at each visit for signs of 
circulatory failure, poor hygiene, callouses or early infection. A roentgeno- 
gram of the chest should be obtained every year or two, because of the 
increased incidence of tuberculosis in diabetics of all ages.” And finally, the 
periodic office visit affords the opportunity of emphasizing those points in 
the management of diabetes which the patient appears to have forgotten 
or neglected. In this connection, it should be fairly recognized that at the 
present time a remarkably small percentage of diabetic patients maintain 
continuously good control.’ Numerous causes, including the patient’s char- 
acter, his intelligence and environment, his attitude toward life, various 
events and emotional factors beyond his control, all may tend to deflect him 
from the ideal course. Deviations from the diet and failure to test the urine 
are the commonest sins of the diabetic, and indifference to the presence of 
heavy glycosuria is also frequently seen. The physician who is wise and 
patient will hope to correct or improve the adverse factors eventually. His 
continued interest and understanding, even when his patient breaks all the 
rules, will earn in the end a greater degree of cooperation. 


THE CARE OF DIABETES DURING ILLNESS 


D IABETICS are not by any means immune to other ills to which the flesh is 
heir, and these unrelated disorders commonly have the effect of upsetting the 
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metabolic balance, usually in the direction of hyperglycemia and ketosis. 
Whether the new difficulty is an infection or some trauma, an emotional 
crisis or a vascular accident, the diabetic state is almost always temporarily 
worsened. The patient should be warned of this probability in advance, and 
be taught to test more frequently at such times. If unwonted glycosuria is 
noted, and particularly if he also experiences such symptoms as thirst, weak- 
ness, abdominal pain or vomiting, he should know enough to call his doctor 
at once. 


Tex doctor who is called to the bedside of the ailing diabetic has two 
problems: The usual one of diagnosing and treating the new ailment, and the 
additional task of making sure that the illness has not and does not upset 
the diabetes to a dangerous degree—that is, to the point of diabetic acidosis. 
For the duration of the illness the possibility of this complication should 
be kept in mind and guarded against. Most sick diabetics will require more 
insulin than usual, and those that ordinarily do not require any may need 
insulin for a brief time. If the increased need for insulin is met, diabetic 
acidosis will not occur. The extra insulin is best given as regular insulin 
in small doses several times a day. The patient is instructed to take his usual 
dose of long-acting insulin and to test the urine every four to six hours, 
taking an additional dose of regular insulin at these times according to the 
degree of glycosuria: 12 to 15 units for a red or orange reaction to Benedict 
solution, eight to ten units for a yellow or brown test, and four to five units 
for a green test. If he is unable to eat his usual diet, the patient is instructed 
to take small hourly feedings of liquids and soft solids. Under these condi- 
tions, it is not essential to keep within the bounds of the usual carbohydrate 
allowance. In fact, extra carbohydrate exerts an effect which protects against 
acidosis ;'" hence, sweetened fluids may be taken. Water and salt also tend 
to protect against acidosis,'’ and so the feedings should include broth, crack- 
ers, and gruel with added salt. If the patient is vomiting, or is otherwise too 
ill to adhere to a schedule of hourly feedings, he should be sent to a hospital 
where intravenous feedings can most conveniently be administered and 
where he can get the constant supervision that the situation demands. 
During the acute phase of the illness, meticulous control of the diabetes 
is not desirable; it is better to allow the patient to spill a moderate amount 
of sugar, for fear that the additional insulin will precipitate a hypoglycemic 
attack (it rarely does, when the above schedule is used). But persistent heavy 
glycosuria should warn the physician of the possibility of impending diabetic 
coma. It should be remembered that this complication develops insidiously 
usually after several days of poor control, though occasionally it may appear 
more abruptly. The other early signs of threatened acidosis to watch for 
are: increasing thirst and polyuria, feeling weak or “dopey,” increasing 
ketonuria and the odor of acetone on the breath. Later signs of acidosis are: 
drowsiness, dehydration, anorexia, and the deep, labored breathing described 
by Kussmaul. Abdominal pain and vomiting are almost always present 
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in severe acidosis, and both are also common precipitating causes of diabetic 
acidosis. It is best, therefore, not to attempt to treat at home the diabetic 
who presents these two symptoms, unless the diabetes is clearly under control. 


DIABETIC COMA VERSUS INSULIN SHOCK 


, DOCTOR occasionally receives a call to see an unconscious diabetic 
patient. Is this diabetic coma, or is it insulin shock? Important evidence in 
making the differentiation may be obtained from the history (when obtain- 
able), from the physical examination and from the laboratory tests. In dia- 
betic coma, the onset is gradual, with the symptoms described in the preceding 
section. The physical examination shows marked dehydration, with flushed 
face, parched tongue and soft eyeballs; there is also deep, rapid breathing 
and a strong odor of acetone on the breath. A urine specimen obtained by 
catheter will almost invariably be strongly positive for sugar and acetone. 

In insulin shock, the history will indicate a rather abrupt onset, in min- 
utes or an hour. There may be a story of recent physical exertion or a skipped 
meal or an accidental overdose of insulin to explain the event. The patient 
shows none of the signs of dehydration, and is usually pale and perspiring 
profusely. Respirations are normal (occasionally stertorous) and muscular 
twitching or convulsions may be present. The urine is almost always sugar- 
free, or nearly so. 

Usually the diagnosis can be made on the evidence, but rarely the findings 
are atypical or equivocal, and a blood sugar determination is necessary to 
make a certain differentiation. In diabetic coma, the blood sugar is apt to be 
400 mg. or much higher (rarely as low as 250 mg.). In insulin shock, the 
blood sugar is invariably depressed—70 mg. or lower. If laboratory facilities 
are lacking, and there is reasonable suspicion that the coma is due to hypo- 
glycemia, it is good practice to treat at once for this condition by giving 
glucose intravenously or sweetened fluid by gastric tube. A prompt return 
of consciousness will resolve all doubts as to the diagnosis, and if this does 
not occur the patient should be transferred to a hospital at once. The possi- 
bility that the coma is due to a disorder unrelated to diabetes should also be 
kept in mind. 

In recent years the incidence of diabetic coma has been steadily diminish- 
ing and in many communities has become a rare complication. Insulin shock 
is more common, but in the author's experience it is surprising how seldom 
hypoglycemic coma is encountered. Less severe insulin reactions are of 
course frequently seen, and in a small percentage of cases constitute a serious 
problem. Most patients are quick to recognize the early symptoms of sweat- 
ing, tremor, hunger, (or in some cases, blurring of vision, mental confusion 
and headache) and obtain prompt relief by eating or drinking some type of 
carbohydrate. The serious problem arises when the patient fails to recognize 
the onset, which may occur quite suddenly or during sleep. Sometimes the 
mental confusion itself prevents prompt recognition and treatment. 

The patient who is subject to severe insulin reactions should carry an 
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identification card containing a statement that he has diabetes and takes 
insulin, and what should be done if he is found unconscious or behaving 
peculiarly. The relatives of the patient should learn to recognize the early 
signs of hypoglycemia and to administer sweetened fluids. It is surprising 
how often some patients in hypoglycemic coma retain the swallowing reflex, 
and can be revived before the doctor arrives. 

There are a number of simple measures which may protect the patient 
against insulin reactions. A smaller dose of insulin may be advised. Fore- 
noon reactions can be eliminated by reducing the dose of crystalline insulin, 
and reactions at night suggest that the patient is receiving too much long- 
acting insulin. Frequently an adjustment of the diet will solve the problem. 
The patient is instructed to increase the carbohydrate content of the meal 
preceding the anticipated attack, and to reduce another meal by a corre- 
sponding amount. If reactions occur at unpredictable times, it may be neces- 
sary to arrange the diet so that the patient has feedings between meals and 
at bedtime. If reactions occur only after exercise, the patient should learn 
how much extra food (or how much less insulin) he needs on such days. If 
reactions result from delayed meals, he must learn to eat on time, or to 
carry a little candy in his pocket in case of need. 

While most insulin reactions can be prevented by the application of a 
little common sense, an occasional “brittle” diabetic is encountered whose 
fluctuations in blood sugar defy all rational treatment. With such a patient, 
it may be necessary to permit a constant glycosuria to prevent frequent seri- 
ous reactions, and to maintain a constant guard against the other dilemma, 
ketosis, which may also quickly develop. The “‘brittle’’ diabetic may have to 
learn to use a sliding scale of insulin dosage, based on the day’s urine test, 
to avoid these dangerous extremes. 


CARE OF THE FEET 


O F all the complications of diabetes, gangrene is the commonest, the most 
dreaded, and the most easily prevented. Space will not permit consideration 
of the other serious complications of diabetes in this paper, but the impor- 
tance of the care of the feet of diabetics justifies its inclusion here. 
A significant proportion of the diabetics who develop gangrene and 
undergo amputations do so as the result of preventable trauma and needless 
delay in seeking medical advice when infection of the foot develops. And 
while medical science has made little advance in the prevention of the 
primary cause of gangrene—arteriosclerosis—much can be done to prevent 
or delay the development of the infection which is the common. precursor of 
gangrene. Diabetics should be aware of this danger and the methods of 
avoiding it. The physician should examine the feet of his diabetic patients 
regularly, and emphasize the need for care when the signs of circulatory 
insufficiency are found. If good pulsations are present in the dorsalis pedis 
and posterior tibial arteries, if the foot is warm and of healthy appearance, 
the patient may then be reassured that the possibility of gangrene is remote. 
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The finding of a pulseless and cold foot, especially one with thin, shiny skin 
which is dusky red in the dependent position and which quickly blanches 
when elevated, indicates that extreme care must be exercised to avoid trauma 
and infection. 

Cleanliness, daily washing of the feet in lukewarm water, followed by 
careful drying, and a daily inspection for signs of trouble are important 
habits the patient must be taught. The feet should be rubbed with lanolin 
sufficiently often to keep the skin soft, and rubbing alcohol should be substi- 
tuted if the skin becomes too soft. Hot soaks and other forms of external 
application of heat are particularly to be avoided, since extremes of heat 
will produce burns that would not occur if the circulation were intact. Strong 
chemicals such as tincture of iodine and corn plasters, should be avoided for 
the same reason. Exposure to extreme cold should also be avoided because 
of the increased susceptibility to frost-bite. The patient should never attempt 
to trim his own corns and callouses, but should leave these to someone com- 
petent to treat them so as to minimize any accidental breaking of the skin. 
It is best for elderly patients to get some one with better vision and steadier 
hand to pare the toe-nails. New shoes should be carefully fitted, and broken 
in very gradually to avoid the development of blisters. The patient should 
never go barefoot, because of the danger of splinters, toe-stubbing and other 
accidents. And finally, he should report minor lesions to the doctor who can 
then take steps to prevent serious infection. 


Bi is beyond the scope of this paper to deal in detail with the treatment 
of all foot complications, but it is important to emphasize the need for caution 
and alertness in treating minor lesions. Over-vigorous treatment may do 
more harm than good. If infection is present, the patient should be put on 
complete bed rest at once, and penicillin should be administered. He should 
not be allowed to walk until complete healing has been accomplished. If any 
minor surgical procedure is indicated, it is wise to call in an experienced 
surgeon to perform it. The progress of a foot infection should be carefully 
followed, and the patient should be hospitalized at the first sign of extension 
of infection or if complete cooperation cannot be obtained at home. 


SUMMARY 


The prevalence of diabetes in middle-aged and older people makes this 
disease the concern of all physicians, particularly the general practitioner 
and the internist. 

The importance of early diagnosis and of adequate, continuous treat- 
ment is emphasized because of the relationship of poor control to the 
many complications of diabetes. 

Standards of diagnosis and treatment in the office and the home are 
presented, with a discussion of some of the problems in management that 
the physician may encounter. 
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Subphrenic Abscess in the Aging 


James J. Berens, M.D., Howard K. Gray, M.D. and Malcolm B. Dockerty, M.D 


ABSCEss in the subphrenic region is a serious though fortunately rare infec- 
tion requiring prompt surgical drainage. Both diagnosis and operation may 
be difficult, however, and fatal complications may develop in the adjacent 
liver or thorax. 

Most paients seen at the Mayo Clinic, Rochester, Minnesota, are in the 
fifth and sixth decades, with a range of three to 77 years. The ratio of males 
to females is about 3 to 1. In reviewing 154 cases observed over a 20 year 
period, abscess followed an operation in nearly half the series, usually in the 
biliary tract or stomach. Other common factors were appendicitis and rupture 
of a duodenal ulcer. 

Diagnosis is often delayed because of nonspecific manifestations ; the most 
frequent symptoms are fever and pain. Physical signs are tenderness, dullness 
to percussion, decreased breath sounds over the lower thorax, a palpable 
mass, and a draining sinus. Radiograms may show elevation of the dia- 
phragm, pleural effusion, parenchymal changes in the lungs and subphrenic 
gas. . 

Complications chiefly involve the chest and may include pneumonitis, 
empyema, and bronchopleural fistula. In draining the abscess, opening a 
serous cavity increases mortality to two and a half times that for an extra- 
serous approach. 

For lesions accessible posteriorly, the retroperitoneal method of Nather 
and Ochsner is preferred; anteriorly, the extraserous abdominal route 
described by Clairmont and Meyer should be employed. 


Subphrenic abscess. Surg., Gynec. & Obst. 96:463-470, 1953. 











Psychological Investigation 
of Senile Dementia 


Il. THE WECHSLER-BELLEVUE ADULT 
INTELLIGENCE SCALE 


Herbert Dorken, Jr, px.p. and Grace C. Greenbloom, M.A. 


XCELLENT REVIEWS Of the available literature on senescent decline are 
presented by Granick’ and Lorge.* Generally, the consensus of these 
reports is that with advancing age and in the psychoses of the senium, 

psychological deficit becomes progressively apparent. 

In 1939 Wechsler developed a point scale specifically designed to measure 
adult intelligence. He found that test scores tended to decrease progressively 
with increasing age and that the decline after 40 was quite marked. He con- 
sidered this deterioration in normal old people similar to that met with in 
most organic brain diseases.* Hunt* states that the Wechsler pattern of 
“psychological deficit in the aged resembles the pattern found in the organic 
psychoses.” Wechsler found that the decline of specific intellectual functions 
with age was not uniform; rather there appeared a differential rate of decline 
among the subtests. 

While several studies using the Wechsler-Bellevue”*" in senile psychoses 
have been made, there appeared to be a need for a more extensive analysis of 
such test data, based on a larger experimental group and including a normal 
control group. In particular, the differential effect of senile dementia on the 
subtests, the deterioration index of Wechsler, the senescent decline formula 
of Copple,* and the relation of age to dementia appeared to warrant further 
investigation. This study is, in part, the result of a large scale investigation of 
senile dementia currently being undertaken at the Verdun Protestant Hos- 
pital. °*° 

SELECTION OF CASE MATERIAL 


Bhi 90 institutionalized cases involved in this investigation included all 
patients with an agreed diagnosis of ‘‘sentle psychosis’ or “psychosis with 
cerebral arteriosclerosis” available from the hospital population who could 
meet the selection criteria. Sixty-five and over on admittance, their ages 
ranged at the time of testing from 66 to 92, with a mean of 77.1. (This group 
comprised 5.7 per cent of the total hospital population of 1590 patients.) The 
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selection of the cases was such that prior to commitment they revealed no 
history of mental deficiency, psychotic disorder, or a neurologically demon- 
strable gross or localized organic brain lesion. 

Of these 90 cases, only 67 are included in the following statistical analysis 
since the others were unable to respond correctly to at least one item on the 
Wechsler-Bellevue test. While this last criterion excluded patients who bellig- 
erently refused to cooperate or who were so demented that little or no 
coherent response was obtainable, it insured that an objective measurement 
of intelligence would be available in order to rank the cases according to 
their extent of intellectual preservation. 

The differential diagnostic classification of the abnormal group, all with 
senile psychosis, is as follows: simple deterioration, 19; depressed, seven; 
paranoid, 17; confused, 14; hallucinated, one; presbyophrenic, eight ; manic, 
one; and psychosis with cerebral arteriosclerosis, 23. Of the 90 patients* 
comprising the case material 23 were, at the time of admission to the hospital, 
considered as suffering from psychosis with cerebral arteriosclerosis. How- 
ever, Bleuler'’ states that in practice one very rarely finds pure forms. As the 
diagnostic “purity” of these cases is questionable, particularly in view of their 
clinical deterioration, they have been considered as a single group.'* Further, 
cases with a history of cerebral vascular accident, where neurologic examina- 
tion revealed gross organic brain damage, were excluded from study since 
particular localizations of brain lesion have been shown to bear specific influ- 
ences on the personality structure.'*"* By ruling out cases with gross organic 
brain damage from our present material, one of the most valuable criteria for 
differentiating between senile and arteriosclerotic psychoses was lost. 

The 20 ‘normal’ cases selected for study were: (a) over 65 years of 
age; (b) not at present receiving psychiatric care or treatment; (c) maintain- 
ing themselves at home, or in a community. While the normal group is not 
entirely satisfactory and is regrettably small, suitable subjects in this age 
range were unusually difficult to obtain. An attempt was made, however, to 
select cases of varying educational, social, economic and intellectual back- 
grounds such that the group might approach a normal sampling of this age 
range of the population. 


METHOD 


tie Wechsler-Bellevue Adult Intelligence Scale was administered, follow- 
ing the technique of Wechsler® ” '"' by the.psychological staff of the hospital. 
Difficulties were encountered which were peculiar to the nature of the subjects 
tested. With those patients who could be tested, however, rapport was quite 
readily established. However, when they found themselves unable to do the 
performance items, their confusion often led to irritability. In these cases, 
examination had to be terminated and remaining test material introduced at a 
later date. The fact that many patients were unable to maintain prolonged 





*Thirty-two or 35.6 per cent had a family history positive for mental illness. A one year follow-up study 
revealed that 35 cases or 38.9 per cent had died and three or 3.3 per cent (one against medical advice) had 
been discharged. 
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attention was another factor mitigating against completion of the test mate- 
rial in one interview. Most patients, particularly those in the low or demented 
group, had to be seen on several occasions. Many had defects of vision or 
hearing. The provision of a magnifying glass and repetition of questions was 
frequently requisite. In order to establish rapport and secure the cooperation 
of the normal individuals being tested, it was found necessary to explain the 
purpose of the test to each one individually. 

In accordance with the method of Wechsler, the subtests were scored and 
°° The efficiency 
To make an intra-group com- 
parison the cases were ranked according to their intellectual levels. Then, 


the intelligence quotients (I.Q.) found by extrapolation.” ' 
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quotients (E.Q.) were also determined.” ” 
following the definition of Tredgold,”” a cut-off point was established between 
E.O. 49 and 50. Thus, at least intellectually, the “low group” included all 
cases to the upper range of ‘“‘imbecility,” while the “high group” included all 
cases to the lower range of “‘moronity.”’ 


The groups may be classified as follows: 


“High” group (senile dementia) NESS 25 
“Low” group (senile dementia) ay eer 
Refusals Nts 10 
Unobtainable feta a 
Normal old age N = 20 


In view of the fact that the severely demented and uncooperative cases 
were omitted from the statistical appraisal, it is probable that the values 
presented for the low group represent an optimum for such cases. Yet, never- 
theless, considerable inter-group difference can be shown. 


RESULTS 


ic I presents the mean, standard deviation and correlation with the 
full scale of 11 subtests and the verbal and performance scales. The mean 
and standard deviation of the age, I.Q. and E.Q. of the abnormal and normal 
groups are also given. Appraisal of this table shows that the mean value 
of each subtest decreases progressively from the normal to high and low 
groups respectively. Within each subtest there is no overlapping whatsoever. 

The vocabulary test is highest in all groups while, of the verbal scale, 
arithmetic and similarities are consistently low. The performance scale 
shows a decided drop. These findings are in keeping with the known rela- 
tively greater impairment of elderly subjects on tasks requiring speed and 
constructive shifting of thoughts. Where habitual tasks and crystallized 
thought is evaluated without a time factor, performance is more adequate. 
The differential influence of age on speed vs. power,'” fluid vs. crystallized" 
thought, and abstract vs. concrete thought (Goldstein) has been previously 
studied extensively. 

In the abnormal group, all subtests except picture arrangement corre- 
late well with the full scale. The information, digit span, arithmetic, vocabu- 
lary, and picture completion subtests showed correlations of greater than 
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TABLE I 


THE WECHSLER-BELLEVUE TEST SCORES OF 


“HIGH” SENILE TOTAL ABNORMAL 


ANALYSIS OF THE NORMAL AND ABNORMAL GROUPS 


“LOW” SENILE NORMAL OLD AGE 





Mean __ S.D. Mean S.D. Full wrs Mean _ S.D. Mean S.D. Full wrs 
N 25 67 42 20 , 
Age 76.3 4.9 792 5.6 —.162 77.8 6.0 72.2 3.4 
Age Range ... 66-87 66-89 66-89 65-80 P 
1.Q. 90.0 8.6 77.6 11.4 724 4.8 104.0 15.0 
E.Q. 64.1 10.5 49.0 13.7 ties 40.2 5-3 82.0 15.3 
Full WTS 46.4 15.4 25.9 19.4 te 14.2 6.4 92.3 ' 230 
Information 6.84 2.96 4.27. 2.91 +.796 292 1.42 9-35 3.66 +.884 
Comprehension 6.52 3.32 4.36 3.34 +.580 3.17 2.40 9.75 2.84 +.813 
Digit span 704. 2:31 4.07 3.08 +.785 2.19 1.95 8.35 3.92 +.784 
Arithmetic 4.60 3.11 2.40 2.92 +.764 S30 132 7.30 3.78 -+.761 
Similarities 5.08 2.64 3.31 2.46 —+.552 2:34 “1.30 7.85 3.08 +.706 
Vocabulary 8.68 272 6.06 3.33 +.796 4.50 2.63 10.65 3.16 +.871 
Verbal scale 30.5 10.5 18.6 6.2 +.937 10.9 6.0 42.5 14.8 +.943 
Picture arrangement 3.16 2.46 1.99 1.86 -+.241 1.28 71 5.15 2.13 +.6096 
Picture completion. 4.16 2.84 1.75 2.61 -+.871 31 74 7.90 2.86 -+.520 
Block design .. 3-44 2.21 2.07. 1.76 +.736 26 a3 5.95 1.94 +.777 
Object assembly 3.28 3.44 1.40 2.75 -+.677 26 =1.00 8.00 2.44 —+.576 
Digit symbol 1.36 1.33 57 1.07 +-.633 .10 42 4.10 1.80 -+.667 
Performance scale.15.4 9.8 8.0 4.3 +.851 3.6 1.6 31.0 9.2 +.855 





+.750 with the full scale. Comparison of the coefficients of correlation for the 
abnormal and normal old age groups suggests that the relation of the picture 
arrangement, picture completion, comprehension, and possibly the similari- 
ties subtests to the full scale weighted score may not be too stable among such 
subjects. This may be possible reflection of the reorganization of abilities as 
discussed by Balinsky’* and Eysenck." 

Considering the correlations of the subtests with the full scale it would 
appear that picture completion, information, vocabulary, and digit span 
would be the preferred subtests to include in a short form test for the senile 
patient. It is fortunate that they are among the more simply administered 
subtests. The substitution of arithmetic for picture completion (in view of 
its relative stability) would leave this abbreviated Wechsler scale composed 
of entirely ‘‘verbal” items. While more reliable with reference to the full 
scale, there is indication that the more marked impairment consequent to 
dementia (particularly as displayed in performance or non-verbal items) may 
not be so readily demonstrated." 

The mean ages of the high and low abnormal groups (76.3 and 77.8) 
show no difference of consequence. Further, the range of the ages of these 
abnormal groups is, respectively, 66 to 87 and 66 to 89. That these ages 
are so strikingly similar would tend to indicate, since the cases were ranked 
according to intelligence, that the process of senile deterioration, though 
rarely occurring until the age of the climacteric, bears no necessary close rela- 
tionship with the normal process of aging. The negligible coefficient of corre- 
lation of —.162 (N=67) between age and measured intelligence is further 
substantiation that this relationship is of no consequence.* Interestingly, the 








*Note that the I.Q. is independent of age as it is 
ideally a statistical constant for each individual 
throughout his life. Therefore, I.Q. and age should 
show no correlation. The correlation presented here 
is that between age and actual intellectual capacity 


or efficiency as indicated by the “full weighted score” 
of the Wechsler-Bellevue test. In the normal senes 
cent decline these latter two factors have been shown 
by Wechsler to have a high correlation. 





328 GERIATRICS 


TABLE 2 


SIGNIFICANCE OF DIFFERENCE BETWEEN MEAN SUBTEST SCORES cy RATIO) 





Wechsler Normal Normal High High Low 
(55-59) Old Age Old Age Senile Senile Senile 
N 36 20 20 25 25 42 
Information ee 2.413 eek 6.338 
Comprehension “L272 3.436. . bcweste 350 
Digit span .810 1.297 : (dss y SS EODD 
Arithmetic 357 2.523 i$7i2 
Similarities 055 3.112 5.068 
Picture arrangement .652 2.843 . 3.686 
Picture completion ee) 4.250 am ote RS 
Block design 1.000 3.984.. res seer 6.913 
Object assembly .130 5.244 4.194 
Digit symbol 2.587 6.926 17.999 
P= oF 2.008 2.021 . 2.000 
B= 0% . . 2.678 2.704 2.660 





mean age of the patients from whom no response was obtainable (N23, too 
demented or refused to cooperate) was 706.7. 

The I.Q.s calculated by a process of extrapolation, * **? were found to 
range between 62 and 128, that is between the upper limits of mental defi- 
ciency and very superior intelligence. The means of the I.Q.s were 104.0, 
90.0 and 72.1 for the normal, high and low group, respectively. Thus the 
normals attained average intelligence; the high seniles, dull normal; and the 
low seniles, borderline intelligence. However, for reasons discussed in a 
previous communication’ the efficiency quotient? seemed to provide a more 
valid measure of intellectual capacity in subjects of 65 and over. 

The E.Q.s were found to range from as low as 33 to 111. Relative to 
the 1.Q., the E.Q. provides a decided increase to the range of possible scores 
at the lower levels and thus enables more accurate differentiation of the 
degree to which the intellectual capacity remains preserved from the process 
of deterioration. For the individuals studied the mean E.Q.s were 82.0, 
64.1 and 40.2 for the normal, high and low group, respectively. It was 
found that on the average, by employing the E.Q., the normals showed a 
“dull normal” intelligence, while the high and low abnormal group were of 
“mentally defective’ (moron and imbecile) intelligence. These E.Q. ratings 
are certainly in closer agreement with the clinical status of these cases than 
the L.Q. 

Table II presents the significance of difference between means (t 
ratio) ; comparing Wechsler’s 55 to 59 year group and the normal old age 
group; the normal old age and the high abnormal group; the high abnormal 
group and the low abnormal group. The normal old age group is seen to 
compare favorably with that of Wechsler on every subtest but the digit 
symbol. Rabin® has stated that there is a consistent decline in the “‘substitu- 
tion” test (digit symbol) which is consistent with clinical observation and 
suggests the increased perseveration and inflexibility of older individuals. 
This is the only subtest showing a significant difference between these two 
groups. These findings tend to indicate that the normal old age group is 


‘ 


+An individual’s Efficiency Quotient is his mental individual 20 to 24 years of age (3, p. 221). 
ability score compared with the score of the average 
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comparable to Wechsler’s 55 to 59 year group and that it is a valid normal 
sample insofar as measured intelligence is concerned. However, when the 
normal old age group is compared with the high abnormal, a statistically 
significant difference between means is found for all subtests with the excep- 
tion of digit span. This difference reaches the very significant level (P=.01) 
for all performance subtests. The subtest means of the two abnormal groups 
were found to be significantly different in all cases (very significant level). 


THE MEASUREMENT OF DETERIORATION 


= DETERIORATION is defined by Wechsler* ” ** as an impairment 
wr loss of function. A person will be considered as having mental deteriora- 
tion when he is no longer able to carry on his intellectual tasks with the 
speed, accuracy or efficiency previously characteristic of his functioning 
level.”” While such deterioration may be due to functional causes, that in 
senile dementia is considered to be of an organic and hence irreversible 
nature. 

Discrepancies between verbal and performance scales, frequently con- 
sidered as an indicator of loss of mental efficiency, tended to show the 
largest percentage difference in the low group, less in the high group, and 
least in the normals. There was approximately 75 per cent, 50 per cent and 
25 per cent difference between verbal and performance scales in the low, 
high and normal groups, respectively, This would further confirm the clinical 
observation that the normal group is intellectually better preserved. 

In comparing the present results to those of Wechsler,’ Rabin,” and 
Cleveland and Dysinger,’” there are several points of agreement. These 
authors agree that information, comprehension and vocabulary “hold up,” 
while digit symbol and block design “do not hold up.” The deficit shown in 
the organic psychoses, in the aged and in cases of adult brain injury, is gen- 
erally attributed to change of the neural structures underlying the intellec- 
tual functions examined. 

Wechsler’s Deterioration Index was computed for all cases (N87) 
and found to range from +59 to —86 with a mean of +4.70. If these values 
were valid it would appear that some cases were severely deteriorated while 
others showed no deterioration whatsoever. Indeed, it could be speculated 
that some had yet to mature (minus values ).* However, the validity of the 
Index must be questioned since 67 of these cases have been diagnosed a 
suffering from senile psychosis or psychosis with cerebral arteriosclerosis 
and therefore must clinically show some degree of deterioration. (Range of 
the Deterioration Index for the Normal Group (N=20) : +39 to —54.) 

Table I illustrates that the patterns (psychograms) of the various groups 
tested tend to be similar. However, the striking range (145 per cent) and 
large standard deviation (27.3, greater than the age allowance) of the 
Deterioration Index in these cases, in particular the negative values, suggest 


*While some clinicians believe that a negative Deterioration Index indicates that the individual has 
not yet matured intellectually, this would seem an unlikely concept to utilize in the study of senile dementia. 











330 GERIATRICS 





TABLE 3 
THE MEASUREMENT OF MENTAL DETERIORATION 
Mean S.D. Range Correlation 
full WTS (N = 87)... 36.80 28.45 114 to 4 with 1.Q. = ORy 
Wechsler’s Deterioration Index + 4.70 27.30 — 86 to +59 with full WTS = —.o050 
Copple’s Senescent Decline Quotient 60.02 28.20 134 to 12.5 { with full WTS = +.656 


U with Deter. Ind. = ++.017 





(since the index is derived from eight of the Wechsler subtests) that a large 
proportion of individual cases deviate significantly from this group pattern 
and also deviate significantly from the pattern that Wechsler has described 
as typical for the normal senescent decline. The inconsistency of the Deteri- 
oration Index quotients, in most instances, with the clinically observed status 
of these individuals and indeed with their dementia as it is reflected in the 
extremely low full scale weighted scores indicates that this method of evalua- 
tion is invalid, at least for the subjects tested. Note that the correlation 
between the full weighted scores and the Deterioration Index is —.050, 
showing that these values are unrelated (see table 3). 

In order to evaluate further the validity of the Deterioration Index, it 
was compared to Copple’s* method of measuring senescent decline. The 
mean for this quotient was found to be 60.02. Copple’s Senescent Decline 
Quotient correlated with the full weighted score +.656 which would indicate 
that there was a substantial correlation present. However, when Copple’s 
rating was compared with the Deterioration Index the coefficient of correla- 
tion was found to be negligible (+.017). These findings tend to show that 
Copple’s recently devised method yields a more valid indication of decline 
and deterioration than that of Wechsler, provided the assumption, that 
decreasing test scores (full weighted scores) indicate a decline of intelligence, 
is correct. 

DISCUSSION 


ss ranking according to intelligence those cases who responded, it will 
be noted that the efficiency quotients (E.Q.), were used rather than the 
intelligence quotients (1.Q.) since the E.Q. has been found to be more repre- 
sentative of the intellectual status of the senile patient.” 

The test results of this study favor agreement with Seidenfeld*' when he 
argues that the aged should be measured in terms of their ability to perform 
efficiently, as the decline varies to such extent among individuals. He feels 
that instead of emphasizing [.Q., emphasis should be placed on the individual 
tendency to fall above, below, or within the marginal zone of acceptable per- 
formance. Thus, the mental measurement of the senescent becomes a problem 
of measurement against certain established criteria, in this instance the 
efficiency quotient, a comparison of an individual’s mental ability score with 
the score of the average individual 20 to 24 years of age. 

Though there was a generalized decline in absolute scale values and a 
significant difference between the means of the normal old age, high, and 
low abnormal groups, the psychometric patterns of these groups were highly 
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TABLE 4 
AVERAGE OF MEAN SUBTEST SCORES 
Wechsler (ages 50-54) = 8.26 
Wechsler (ages 55-59) 9h Be 
Normal old age a BI 
“High” senile dementia —— ay 
“Low” senile dementia anda OO 6 





similar (table 1). Thus, for the group results, the difference was a quantita- 
tive rather than a qualitative one, there was no essential shift of pattern. 
From this it might appear that changes in senile dementia are like normal 
aging, perhaps only accelerated in time. 

However, the instability of the coefficients of correlation of the subtests 
with the full scale as revealed by comparison of those in table 1 with the 
data of Wechsler* ” *** yields evidence to suggest that with senile dementia 
there is a reorganization of abilities from that found in normal adulthood. 
Since the subtest scores decrease progressively with intellectual deterioration 
(see table 4), their range becomes increasingly limited and therefore the 
correlations of the subtests with the full scale may be spuriously high. 
Balinsky™* states that there is a decided increase in the average of the subtest 
correlation for the older ages due to a reorganization of abilities and there- 
fore concludes that the separate tests may not necessarily describe the same 
factors from age to age. Eysenck"’ 
of various kinds of ability in old age leads to a different pattern of organiza- 
tion from that found in normal adults. Further indication that there is a 
reorganization of abilities in senile dementia and that it is not individually 
consistent is given by the striking range of the Deterioration Index in the 
cases studied (Table III). Hence, though it appears that the process of 
senile deterioration as reflected in the Wechsler-Bellevue subtests is, to an 
extent, selective in its destruction of the various intellectual functions, this 
exists as a statistical mean for the group rather than as an individual test 
phenomenon. For individual subjects, the “selectivity” will not be uniform 
and therefore the stability of this so-called pattern of senescent decline will 
be inadequate. The negligible coefficient of correlation of —.162 between age 
and measured intelligence lends additional substantiation to the conclusion 
that the degree of senile dementia (and hence the process of senile deteriora- 
tion) is unrelated to the normal process of aging. 


concluded that the unequal deterioration 


. authors would disagree with this statement. Many claim (including 
Wechsler) that senile dementia is but an acceleration of the normal aging 
process. Chesrow, Wosika and Reinitz* have recently reported that there 
is a positive correlation between the amount of mental deterioration 
(Wechsler’s Deterioration Index) and chronological age. However, when 
the coefficient of correlation is actually calculated from the results they pre- 
sent, it is found to be but +.287. 

Thus, it would appear that while there is an observable growth and 
decline of mental ability with age among normal individuals,* ” * this can 
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no longer be demonstrated in senile dementia. It is suggested that the normal 
senescent decline is separate from, and masked by, the senile deterioration 
and hence no relationship between age and the extent of dementia is to be 
seen. 
CONCLUSIONS 

1. Though rarely occurring until the early sixties, the process of senile 
deterioration, as reflected in the test results, bears no necessary relationship 
to, or dependence upon the normal process of aging. 

With senile dementia there is a reorganization of abilities from that found 
in normal adulthood. 
3. Percentage discrepancies between the verbal and performance scales, 
frequently considered as an indication of mental impairment, were found to 
increase progressively from the normal old age, to the high and low abnormal 
groups. As could be expected, the normals showed the greatest mental 
efficiency. 
4. Copple’s Senescent Decline Quotient was found to provide a more valid 
indication of the extent of senile deterioration than Wechsler’s Deterioration 
Index. 
5. For subjects over 64, the Efficiency Quotient (E.Q.) was seen to provide 
a more valid measure of intelligence than the I.Q. In providing a lower 
range of values, the E.Q. enables a more appropriate estimate of intelligence 
in senile dementia. 
6. Considering the correlations of the subtests with the full scale, it would 
appear that information (+.796), vocabulary (+.796), digit span (+.785) 
and picture completion (+.871) would be the preferable subtests to include 
in a short form of the test for the senile patient. 


’ 


SUMMARY 
The Wechsler-Bellevue test was administered to 67 patients with a 
diagnosis of senile psychosis or psychosis with cerebral arteriosclerosis 
and to 20 normal subjects of comparable age in an attempt to investigate 
and corroborate the findings of Rabin and Wechsler and to submit the 
test data to further methods of analyses. In particular, the differential 
level of subtest performance, the measurement of deterioration and the 
relation of age to the extent of dementia were considered. 
Thanks are extended to Dr. George E. Reed, medical superintendent of the Verdun Protestant 
Hospital, for his kind cooperation and permission to publish. 
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Specific Dynamic Action of Protein in Aged Men 


W. W. Tuttle, S. M. Horvath, L. F. Presson and Kate Daum 


THE specific dynamic action of a standard protein test meal is essentially the 
same in old men (mean age 77 years) as in young men (mean age 24 years). 

In an experiment using two groups of men 20 to 30 years old and 72 to 
84 years old, the test meal contains 150 gm. of ground lean beef and 30 gm. 
of egg white. This meal yields 25 gm. protein. Basal and subsequent oxygen 
consumptions are determined and expressed in m./min. $.T.P. The mean 
basal oxygen of the younger group is significantly greater. In terms of basal 
metabolic rate the young men show a mean of 42.6 C./m*/hr. as compared 
to 31.4 C./m’/hr. for the older group. 

The younger men show specific dynamic effect of the protein beginning 
at one hour and reaching a peak of 12 per cent over basal level at two hours ; 
then remaining above resting level till the end of the third hour. 

The older men showed some effect in one hour but greatest at the end of 
three hours when it was 20 per cent greater than the basal level, remaining 
above the basal level for the remainder of the four and a half hour period. 

The older group showed significantly lower oxygen consumption. The 
higher peak values may be related to the initial slowness of response in the 
older group. This delayed response is not related to assimilation but may be 
due to hepatic metabolic malfunction. However, despite the slowness of 
specific dynamic action in the initial stages in the older group, the total effect 
is no different in the two age groups. 


Specific dynamic action of protein in men past 60 years of age, J. App. Physiol. 5: 621, 1953. 











The Management of 
Congestive Heart Failure 


F. R. Schemm, M.D. 


URGERY has lightened our burdens and endocrinology may soon give 

us the perfect diuretic, but one of the most effective factors in manage- 

ment of the more resistant cases of congestive heart failure is regulation 
of the electrolyte and water balance. 

Before discussing any dietary regimen or the manipulation of water, 
sodium and acids, we shall mention a few points about rest, digitalis, oxygen, 
and adrenalin, phlebotomy, and the aspiration of fluid. They are important, 
not only to the failing myocardium but to diuresis and the correction of the 
syndrome of congestive failure, itself. Their proper use must not be neglected 
because of preoccupation with a diet or the water intake, or with acids or 
mercurials. 


REST 


Rest, physical, mental and gastronomic, may require a comfortable arrange- 
ment in a chair for a night or two, and the customary small frequent 
feedings, as well as the judicious use of opiates and the control of anxious 
relatives and friends. In the excitement over early ambulation and routine 
anticoagulants, we should recall that the recumbent position actually greatly 
encourages diuresis, and that patients who are voiding large amounts fre- 
quently are really quite active. 


DIGITALIZATION 


Full digitalization should be established and maintained. It is useful to 
recall: (1) that tenths of milligrams of the digitalis glucocide are not quite 
as effective as tenths of grams of the powdered leaf; (2) that many patients 
who have been taking digitalis for some time are, in fact, completely undigi- 
talized; and (3) that a patient with severe myocardial failure or congestive 
failure induced by an acute or recent myocardial infarction should be given 
digitalis without hesitation. 
SUPPLEMENTARY MEASURES 

Oxygen is always used for dyspnea and cyanosis, and often for nausea 
or for a tachycardia persisting after an estimated digitalization. Since anoxia 
is the real cause of pulmonary edema, it is important that oxygen actually 
reach the blood. To this end, we often give small doses of adrenalin at fre- 
quent intervals (3 to 5 minims every 30 to 60 minutes). The adrenalin 
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appears not only to support the failing myocardium, but to relieve the spasm 
or edema of the bronchioles in acute pulmonary edema or left ventricular 
failure, which allows more oxygen to reach the blood. We have not found 
tourniquets and pressure masks more effective than rapid digitalization and 
a high concentration of oxygen given with adrenalin. Phlebotomy is done 
with the expectation that only a few cases will be dramatically relieved, as 
often by a small as by a large venesection. 

The immediate mechanical removal of ascitic or chest fluid is sometimes 
required for the comfort and safety of patients. Later, when occasionally 
ascitic or chest fluid persists after all perceptible peripheral edema has disap- 
peared, the fluid is aspirated rather than attempt to remove the localized 
fluid collection by a forced mercurial diuresis. The abdomen is bound, all the 
chest fluid that can be obtained at one sitting is removed, the patient being 
effectively protected from the distress and danger of a strong negative intra- 
thoracic pressure by partial air replacements as the aspiration proceeds. 


REGULATION OF SODIUM, ACID AND WATER 


a IMPLEMENTED rest, digitalis, oxygen, adrenalin and aspiration 
often enable the physician to carry the critically ill along while he works with 
salt, water, acids and mercurials to remove the edema-fluid sodium via the 
kidneys. These latter measures include a relatively simple regulation of 
sodium, acid, and water intakes. We do not simply restrict sodium, but com- 
bine a restriction of the intake of sodium both orally and by vein to dis- 
courage the further retention of sodium, with the use of an acid-ash diet and 
of acid and/or mercurial diuretics to promote the mobilization and elimina- 
tion of the retained sodium. Enough water is administered to provide an 
adequate amount of urine-water for the optimum elimination of the sodium 
salts. In milder cases, any one of these measures may be enough to start 
diuresis and clear edema, but in our experience optimal results in the severest 
cases require the combination of all three. Even the heaviest acidification, 
the highest water intake and urine-water volume, or the sharpest restriction 
of sodium, down to a zero milligram intake per day, separately enforced, 
cannot achieve what this combination can accomplish in the most resist- 
ant cases. 

A diet yielding from one to two grams of sodium chloride (or from 
500 to 1000 mg. of sodium) gives adequate restriction of sodium if, at the 
same time, attention is paid to acidification and to prescribing a truly ade- 
quate intake of water. Even with this relatively moderate sodium restriction 
we have observed excessive loss of extracellular fluid resulting in a decrease 
of blood volume and sometimes in shock states, requiring the replacement 
of sodium chloride by vein. We do not hesitate, moreover, in some cases 
where nausea or anorexia is interfering with nourishment or with the use 
of acids or with the water intake, to give an extra gram or two of salt to be 
sprinkled over the surface of the food. Even the sharpest degree of sodium 
restriction that we use makes possible an adequate maintenance diet of 
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ordinary structure, which need not be as unpalatable as these diets usually 
are, if some attention is given to the cooking of the food and the use of the 
many seasonings free from sodium. Some patients find sodium-free salt 
substitutes satisfactory; sodium-free baking powder is on the market; and 
there are now satisfactory packaged sodium-low foods. It should be noted: 
(1) that in sicker patients sodium by vein is often given in harmful amounts 
as blood and plasma or in the form of other sodium-laden solutions ; (2) that 
some medication may furnish enough excess sodium to more than offset any 
dietary restriction, and (3) that some drinking water and softened water 
contain so much sodium that two to three liters a day yield too much sodium 
from this source alone. 


a THE more resistant cases acidification is essential. It is recalled that 
the metabolic acids forming through the 24 hours are physiologically buf- 
fered by the sodium of the extracellular fluid, and that the resultant neutral 
or weakly acid sodium salts are eliminated to prevent acidosis. Therefore, 
the diet is balanced to yield a neutral to a slight excess of acid-ash, so that 
the metabolic acids will not be neutralized by any new increments of excess 
basic ash in the food. This arrangement of the diet permits the use of smaller 
doses of solid acidifying drugs, and small frequent doses of diluted hydro- 
chloric acid (3 to 10 minims, in a full glass of water every one to two hours ) 
further cut down the amount of solid acid drug which must be eliminated 
by the kidneys. Of the acid salts we prefer ammonium chloride, to avoid the 
possibility of potassium or nitrogen retention, usually in a dosage of from 
1% to 3 gms. (maximum 6 gms.), daily in a loosely packaged capsule 
rather than in the form of relatively insoluable hard packed, coated tablets. 
Our aim is to keep up a constant mild threat to the hydrogen-ion concentra- 
tion of the body fluid, rather than to produce an intense acidosis; thus the 
sodium and edema loss are steadier. In patients who can tolerate neither 
hydrochloric acid nor ammonium chloride, the sodium mobilizing effect of 
the acid-ash excess of the diet is vitally important; and the hydrochloric acid 
is especially helpful in those who can tolerate only a liquid or soft diet. On 
rare occasions, ammonium chloride by vein is useful when, despite proper 
sodium restriction and an adequate urine-water output, sodium is not being 
mobilized or eliminated. 

Contrary to many, we find that a truly adequate water intake is quite as 
important as the sodium restriction and the acidification. Enough water is 
provided to enable the kidneys to carry away the retained sodium and other 
solid wastes, and to maintain the extracellular fluid and cells in an optimal 
state of true hydration. Often the required amount of water is from 2000 to 
3000 cc. daily. But the optimal amount of water for a given case is not a 
matter of opinion or of averages but should, and can be, estimated for prac- 
tical purposes on the basis of water balance and renal function studies, notably 
those of Newburgh’s. These studies show that an optimal water balance may 
be maintained with a daily intake of only 1200 to 1500 cc. of water-as-such 
in patients who are not seriously ill, but that an optimal balance can be main- 
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tained only with a daily intake of from 4000 to 6000 cc. in many of those 
patients who are seriously ill.* For example, in very sick cardiac patients 
the requirement for temperature regulation is often raised by diaphoresis, 
hyperpnea or low-grade fever to 2000 ce. daily, and the requirements for 
urine-water is often raised by transient or permanent impairment of renal 
function to 2000 cc. daily, in which case the optimal total daily requirements 
for plain water would be 4000 cc. Furthermore, in such cases, a preceding 
period during which the water intake has been inadequate, has often resulted 
in a large deficit of plain water. In the patients with marked resistant oliguria 
or anuria, this plain-water deficit usually amounts to a total of from 4000 to 
7000 cc. (about two-thirds extorted from the cells and one-third from the 
extracellular fluid). This true dehydration of a brine-logged patient accounts 
for the notorious thirst of many patients with congestive heart failure. This 
plain-water deficit often must be corrected before a really beneficent diuresis 
can occur. If the deficit were estimated to be about a total of 4000 cc. we 
would add 2000 cc. on each of the first two days to the estimated total daily 
requirements of 4000 cc. for insensible water-loss and urine-water: thus, 
in such a patient the estimated optimal intake of water might well be 6000 
cc. daily for the first two days and 4000 cc. daily for some time thereafter. 

We have not found it wise to trust to the patient’s instinct or desire for 
water. In the seriously ill, the sensorium is often sufficiently clouded so that 
instinct is no guide at all, or the patient is altogether too weak or nauseated 
to take an adequate amount of water, even if he is aware of thirst. In such 
instances, and obviously in patients who are semi-comatose, the water should 
be prescribed and urged, and if necessary given without hesitation by vein 
to the estimated desirable amounts. We have noted no harmful effects from 
water given by vein in volumes of from 500 to 1000 cc. at intervals of from 
four to 12 hours, as a solution of 2! to 5 per cent dextrose in distilled water. 
It is recalled that the water of these solutions is diffused rapidly through 
some 50 liters of total body water, not through only six liters, as when blood 
is given, or through 14 liters when isotonic sodium chloride is given. In our 
experience truly adequate amounts of plain water, either by mouth or as 
dextrose solution by vein, can be given to cardiac patients without disaster, 
and with effective correction of true-dehydration and anuria and the clearing 
of the resistant edema, when there is simultaneously a proper regulation of 
oral and parenteral sodium. 


MERCURIAL DIURETICS 


Ww ITH THIS combined use of sodium restriction, acidification, and an 
adequate intake of water which we have so briefly outlined, the mercurial 
diuretics appear to be less frequently required and to be more effective when 
used in marked congestive failure. We have given them by all routes, but 
now for the most part give them intramuscularly or subcutaneously. The 
initial dose is usually given after 24 to 36 hours, during which time any 


*We have been persistently misquoted since 1942 as advocating from 6,000 to 10,000 cc. daily for all 
patients. 
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plain-water deficit or true dehydration has been at least partially corrected, 
for the dehydrated edematous patient is frequently quite resistant to a mer- 
curial diuretic. The intervals for successive doses are regulated by the rate 
of relief of symptoms or the continuation or slowing up of diuresis and/or 
weight loss. As the dry-weight is approached the interval is lengthened for 
fear of a harmful reduction in extracellular fluid volume and/or blood vol- 
ume. The premonitory signs of salt depletion—weakness, anorexia, nausea, 
and occasionally leg cramps—can be relieved and are prevented from advanc- 
ing rapidly by the simple addition of a few extra grams of salt orally. Or a 
liter or two of isotonic or half-isotonic strength sodium chloride by vein 
may be required to restore the optimal volume of extracellular fluid and bring 
about a prompt recovery from the earlier manifestation of the so-called low- 
salt syndrome. It is emphasized that with the early clinical manifestations 





the levels of soditim or chloride in the blood do not change and that the 
levels give no indication of the need of salt-plus-water until very late in 
this syndrome. 

When mercurial resistance in congestive heart failure is encountered, the 
water, acid and sodium intakes should be reviewed, for, in many instances, 
the resistance can be overcome rather easily by adjusting one of these factors. 
lor example, by increasing the intake of water from 3000 to 5000 ce. daily 
when vapor loss is high and renal function poor or by the re-enforcement of 
acidification orally or by vein, even in the face of a mild acidosis; or by cut- 
ting, when edema is not clearing in spite of a good urinary output of water 
and sodium, unnecessary amounts of sodium-laden solutions such as blood, 
plasma or R-molar lactate. 

On the cther hand, it may be necessary temporarily to stop acids and 
mercurials and to give some sodium chloride to correct suboptimal tissue 
pressure and venous pressure and a decreased renal blood flow, when mer- 
curial resistance develops while a large amount of edema still remains in a 
patient who has had an initial copious response to the mercurials. If one 
digs in or even retreats a little by waiting a few days for tissue pressure to 
catch up, or by giving a little extra salt, such a patient may again respond 
satisfactorily to mercurials and the remaining pounds of edema be cleared 





completely. The same type of disturbance develops often in patients from 
inability to eat and ingest the 500 or 800 mg. of sodium in our diets, or 
develops more rapidly from short bouts of vomiting or diarrhea. 

In all such cases, if volumes are not restored promptly, anorexia usually 
goes on to persistent weak vomiting, oliguria goes on to anuria despite mer- 
curials, and confusion goes on to coma with uremia and a variety of extra- 
cellular fluid pattern disturbances. Potassium and chloride levels may rise 
or fall and the sodium reach an amazingly low level, particularly if the 
mercurials are continued in an attempt to overcome the oliguria or anuria. 

In our experience defects in electrolyte pattern, such as hyponatremia, 
rarely exist without both volume-loss and a plain-water deficit. In the cor- 
rection of moderate pattern disturbances, therefore, we aim at restoring 
volume with a small amount of sodium-chloride-plus-water, and giving 
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enough plain-water (as isotonic dextrose in distilled water) to replace the 
water-deficit, cover insensible water loss, and provide plenty of urine water. 
This usually brings the renal blood flow back to normal and, with these 
materials to work with, the kidneys themselves readily restore the pattern. 
However, if the hypochloremia or hyponatremia is extreme, we give in 
addition some ammonium chloride or R-molar lactate to bring a quick cor- 
rection of pattern before renal function is resumed. We only rarely use 
hypertonic solutions because we find that hyponatremia most often exists 
with a state of true dehydration and/or a hyper concentration of the body 
fluid; thus, a sodium level of 110 meq. may be present with a specific gravity 
of the plasma of 1.030 and an increase in osmotic pressure. 

When mercurial resistance is due to a low potassium level we correct it 
with from 2 to 6 gms. a day of potassium chloride. Intractable edema in the 
rare chronic potassium losers responds only when the patient continuously 
receives a supplementary intake of from 4+ to 8 gms. of potassium daily. 
The ion exchange resins have proven useful in some few resistant cases that 
we could watch closely for electrolyte disturbances and whose digestive tracts 
have tolerated the resins. When our best efforts to relieve a resistant con- 
gestive heart failure have proven futile we often find some intrinsic disease 
of the kidneys or liver. 


DISCUSSION 


; points should be emphasized: 1) In the most seriously ill it is almost 
impossible to achieve a true water balance during the early portion of their 
treatment without using intravenous solutions, and we have found that with 
a proper regulation of sodium, parenterally as well as orally, the large 
amounts of water often required can be given with impunity and benefit by 
vein even in spite of recent injury to the myocardium or high grades of 
mitral stenosis. 2) In correcting various electrolyte deficiencies in patients 
with advanced heart disease only the minimal optimal amounts of sodium- 
laden solutions, including blood or plasma, should be given and that the 
volumes of these solutions should never be counted as plain-water intake for 
they are of isotonic strength and their water is useless for the metabolic 
purposes of plain water. 

Before discharge from the hospital great care is taken in planning home 
management for the more resistant cases, since the real test of therapy is its 
effectiveness in keeping the patients out of the hospital and capable of limited 
useful activity. The program of moderate sodium restriction with a neutral 
or acid-ash diet, and of moderate acidification with hydrochloric acid and 
ammonium chloride, together with a measured water intake of from 2000 
to 4000 ce. daily, is explained. The patients are told where to get or how 
to make low-salt bread and salt-free butter and low-salt packaged foods. 
Their water supply is checked for sodium content and, if no satisfactory 
source is found, distilled water is prescribed. Usually the patient or some 
member of the family is instructed in the administration of the mercurial 
diuretic, or, exceptionally, an oral preparation is prescribed. They record 
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their weight every morning before breakfast. The significance of s:tdden 
weight changes and other indications for determining the intervals of mer- 
curial injections are explained, as well as the simpler signs of the low-salt 
syndrome and what to do about it. Patients report to the physician at increas- 
ingly wider intervals, up to twelve weeks, to check the state of their digitali- 
zation as well as the control of edema. 


SUMMARY 


With the measures outlined above for the management of resistant con- 
gestive heart failure and with the type of home management just reviewed, 
it is our impression that an encouraging number of patients have been 
returned to useful activity, their recurrent hospitalizations have been 
decreased, and their suffering from what Horace, about 2000 years ago, 
called “the dreadful dropsy”’ has been greatly reduced. 





Diagnosis of Early Prostatic Cancer 
Perry B. Hudson, M.D. 


THE number of operable prostatic cancer cases may be increased considerably 
by early and accurate diganosis. Rectal palpation should never be excluded 
whenever a physical examination is done on a man over 45 years of age. If a 
firm area is found and particularly if there is a sharp difference between this 
part and the remainder, carcinoma of the prostate must be suspected. Detec- 
tion of cancer cells in prostatic secretion obtained by massage may be helpful. 
However, general use of this technic is not yet recommended because of 
certain disadvantages. 

At least 10 per cent of all glands thought to be benign actually contain 
early malignancies when specimens are obtained at surgery. Many early 
cancers have not, at the time of operation, reached a point of hardness which 
would cause suspicion of malignancy. Therefore routine perineal prostatic 
biopsy and frozen section examination prior to choice of operation for any 
prostatic enlargement is the safest course to follow. At one university hospital 
where this principle is followed, during the course of one year, more than 
half of the total prostatectomies performed for cure of the cancer were on 
patients in whom diagnosis was made only at frozen section and was not 
suspected prior to biopsy. 

Serum acid phosphatase assay and a radiographic study of the spine and 
pelvic bones upon any patient suspected of having advanced prostatic cancer 
is clinically advantageous. When confirmatory evidence of metastases is 
obtained, one may justifiably proceed to orchiectomy and estrogen admin- 
istration without delay. 


The diagnosis of early prostatic cancer, New York State J. Med. 53: 959-960, 1953. 














EDITORIAL 
Blood Cholesterol and Atheroscleroszs 


toned perhaps the biggest and most 
important problem in geriatrics is 
the relation between blood cholesterol 
and atherosclerosis, which -results in 
coronary thrombosis and_ the little 
strokes. Ifa man’s arterioles do not plug 
up in the heart or brain or kidney, he is 
likely to get along well past the age of 
70. 

As most of us know, there is some 
positive correlation between a_ high 
blood cholesterol and the tendency to 
coronary thrombosis, but our present 
knowledge is not satisfactory enough. 
There are too many exceptions. Recent- 
ly there came Dr. John Gofman with 
his discovery of the large cholesterol- 
containing molecules in the blood. The 
incidence of these was found to corre- 
late very well with the incidence of coro- 
nary thrombosis. 

Now Dr. Gofman has worked out a 
method of calculating an index of 
atherosclerosis, based on the measure- 
ment of both the small and the large 
cholesterol-containing molecules. This 
index correlates well with the incidence 
of coronary disease in men and women 
of different ages. 

Along the way some research work- 
ers have suggested that we may all be 
wrong in assuming that a high blood 
cholesterol produces or leads to athero- 
sclerosis ; perhaps the real fact is that 
both the high blood cholesterol titer and 
the atherosclerosis are due to some fac- 
tor or factors as yet unknown. Besides, 
it must be remembered that in many 
cases the disease of the coronary arte- 
ries does not begin in the inner coat. 

The next problem is, “Can anything 
be done to help the person whose father 
and perhaps an uncle or two and a 


brother have all dropped off with coro- 
nary sclerosis before they were 45?” 
Dr. Ancel Keys has shown that the re- 
duction of cholesterol in the diet does not 
affect the amount of cholesterol in the 
blood. Dr. Pihl working in Norway has 
also come to the conclusion that efforts 
to reduce the cholesterol in the diet are 
not likely to have much effect on total 
blood cholesterol, because the body can 
make the stuff endogenously and we 
don’t know how or where it does it. 

Fortunately Dr. Gofman has found 
that a reduction in the amount of choles- 
terol in the diet will lower the number of 
large cholesterol-containing molecules. 
Recently he has found that the adminis- 
tration of heparin tends to lower the 
amount of blood cholesterol. And now 
come Drs. M. D. Siperstein, C. W. 
Nichols, Jr., and I. L. Chaikoff of the 
University of California who report 
that the adding of bile to the diet of 
chickens enormously increased the 
amount of cholesterol in the birds’ blood 
plasma. The adding of ferric chloride 
to the diet containing bile and choles- 
terol kept the blood cholesterol very 
low, perhaps because the iron bound the 
bile salts. It was found that iron had a 
lowering effect on blood cholesterol 
when given to birds fed on their usual 
diet plus cholesterol. 

It would seem from the evidence Dr. 
Gofman has gathered that every man 
who has a bad family history of coronary 
thrombosis coming fairly early in life 
should find out quickly if he has many 
of the large cholesterol-containing mole- 
cules in his blood. If he has, then he 
should make every effort to get rid of 
them. 

Watter C, Atvarez, M.D. 
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Devoted to constructive correlation of sociological 


and medical problems of the aging ... 





Geriatrics—A Challenging Field 
of Problems and New Goals 


iru the life expectancy of man in- 
V V creased by a score of years within 
the space of a half century, America 
finds itself today with a population of 13 
million individuals 65 years of age or 
older. Statisticians’ figures further show 
that every day 2700 individuals in this 
country reach their sixty-fifth birthday. 
Though the population has doubled it- 
self during the past 50 years, the num- 
ber of inhabitants past 65 has actually 
quadrupled. Authorities believe that, 
with improved standards of living as 
well as of medical care, the present 
trend toward longevity will not only be 
maintained but will continue to in- 
crease. 

\lthough the term geriatrics was in- 
troduced into our language 40 years 
ago, it has only been within the past 
few years that this field has attracted 
public interest. The care of the aged 
and aging is daily becoming a matter 
of great concern not only to those en- 
gaged in the practice of geriatric medi- 
cine but also to society in general. Ger- 
iatric medicine, today, is applying its 


Orin Ross Yost, M.D. 


efforts through scientific clinical knowl- 
edge to the problems of those in their 
late maturity and in so doing is con- 
sidering them sociologically, psycholog- 
ically, anatomically, physiologically and 
biologically. Geriatrics is also concerned 
with prophylaxis and contends that 
chronic (the chief cause of 
death among the aged) and numerous 
disabilities can be greatly reduced 
through the prevention of degenerative 
diseases. In the latter objective geriatric 
medicine must bide its time until re- 
searchers have unearthed the baffling 
etiology of specific diseases. 

It cannot be stated that the geriatric 
period begins at any certain time of life, 
though usually its advent is considered 
as the fortieth year of the individual. 
Thus it is with /ater maturity, with sen- 
escence and with senility that geriatrics 
is concerned. These specific phases of 
aging might be compared respectively 
to the years 40 to 60, 60 to 75, and 75 
upwards. 

It should be observed that, though 
chronologic age does not always parallel 


illnesses 


ORIN ROsS Yost, a graduate of the Medical College of Virginia in 1930, is medical director 
of the Edgewood Sanitarium Foundation, Orangeburg, South Carolina. 
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psychologic and physiologic changes 
noted in the aging individuals, it is 
likely that close upon the heels of the 
fortieth year insidious  involutional 
phenomena begin to appear, and during 
senility involution predominates. 


PHYSIOLOGIC AND PSYCILOLOGIC 
ALTERATIONS AND THEIR EFFECTS 


Gerontology, the study of the aging 
process, points out the fact that, though 
some systems of the individual’s body 
may be growing old while other systems 
are simultaneously functioning prop- 
erly, there is inevitably a weakening of 
the physical organism. As disintegra- 
tion and involution gradually make 
their inroads, various alterations are 
effected in the individual. Some of these 
include diminution of stature and of 
lung capacity, atrophy of specific tissue 
elements, alteration of the lenses, thin- 
ning and whitening of the hair, desicca- 
tion of the organs, alteration and de- 
terioration of the blood vessels, drying 
of the skin, alterations in sex organs, 
vocal changes, loss of calcium from the 
bones, disappearance of certain nerve 
cells of the brain, digestive disturbances 
and a general fatiguing of the organism, 
as well as other symptomatology. Thus 
it is that as foci of infections distribute 
their toxins throughout the body parts, 
the organism gradually assumes an in- 
creasing defenselessness against injury 
and disease. 

Physical fatigue of the organism is 
accompanied by mental fatigue which 
likewise effects specific alterations in 
the personality. These include impair- 
ment of memory for recent events, les- 
sened capacity for mental work, diminu- 
tion in speed and accurary of thinking, 
disinclination toward innovations, lack 
of initiative, aversion to the outside 
world, intolerance, irritability, and so 
on. Such psychical symptoms of aging 
are not characteristic of all oldsters, 
however, for comparatively few show 
psychopathology resulting in necessary 
hospitalization. However, the aged and 
aging often are committed to mental 
institutions because of only mild con- 
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fusion, memory impairment and physi- 
cal infirmity. It should further be noted 
that even in a healthy senescence (of 
which only a few cases are known), it 
is inevitable that atrophy and a de- 
creased vitality will be evidenced, for 
involution is as truly normal as is evolu- 
tion ; hence aging is only the completion 
of a physiologic process at work within 
the human organism. 

Geriatricians today are consequently 
concerned not with the arrest of aging 
but rather with the over-all problem of 
modifying the physiologic and psychi- 
atric disorders of those in their later 
maturity, and of effectively adapting the 
social environment to their needs and 
interests to the end that they might en- 
joy a more satisfying, more useful and 
happier existence. 

Though senescent persons are heir 
to more illnesses than are those of any 
other age group (on any given day, the 
incidence of disability for senescents is 
two and one half times as large as that 
for the total population, while chronic 
illnesses among them is four times that 
for the population as a whole), it should 
be remembered that aged people today 
often become emotionally ill because of 
many problems beyond their control. 
Such so-called “functional” disorders 
frequently lead to numerous psycho- 
somatic complaints, about which many 
practitioners have not been psychologi- 
cally oriented and for which incorrect 
diagnoses are frequently made. 

Scientific findings indicate that the 
largest death toll among 
comes from heart diseases (accounting 
for 50 per cent of the fatalities ), cancer, 
cerebral hemorrhages and general ar- 
teriosclerosis. 

At present more than one-third of 
the patients being admitted to mental 
institutions in this country are past their 
sixtieth year. Approximately 38 per cent 
of these are diagnosed as senile psychot- 
ics and cerebral arteriosclerotics. Many 
suffering organic psychoses associated 
with alcoholism, drug addiction, syph- 
ilis, and so on, are being daily admitted ; 
but scientists observe that among the 
older population as a whole by far an 


senescents 
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overwhelming majority retain their 
mental faculties to the full. With many 
new efficacious therapies today, recov- 
ery and notable improvement are being 
reported in many psychoses and psycho- 
neuroses which had been previously 
considered incurable or obstinate cases. 
For example, involutional melancholia, 
the typical psychosis of the involutional 
period, ran a long course and had a poor 
prognosis before the days of electro- 
shock therapy. Now, however, its cure 
has been reduced from a period of sev- 
eral years to that of a few weeks. 

It should be pointed out that not all 
older people follow a senescent pattern 
characterized by memory failure with 
confabulation, asocial behavior out- 
bursts, neglect of personal appearance, 
poverty of speech, aversion to anything 
new and so on. Conversely, some are 
calm and venerable and apparently saga- 
cious and ripe in judgment. There are 
others who are destructive, resistive, 
cantankerous, envious, depressed, com- 
bative and paranoid. It has been ob- 
served that throughout the gradual pro- 
cession of human evolution with its 
birth, growth, maturity, senescence and 
decay, an unalterable law obtains: the 
pattern of adjustment during senescence 
is designed by the individual’s reactions 
to the exigencies of life during his for- 
mer years. If he had lived constructively 
during his earlier years, enjoyed a wide 
range of interests, and striven toward 
spiritual and mental alertness, he is able 
to accept the oncoming of senescence 
with resignation and understanding. If, 
however, he had made no worthwhile 
efforts in his formative years, his early 
habits, desires and customs become 
more pronounced and accentuated dur- 
ing his latter years. Such an individual 
fears, rebuffs and is often overcome by 
the advent of old age. 

Since bodily alterations in the sen- 
escent individual are twice as frequent 
as are psychologic changes, it is not 
surprising to note that among the 13 
million persons 65 years or older today, 
only three million are working, two- 
fifths of this number being self-em- 
ployed. One-half of these are to be found 
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on farms. Seven in ten of the total num- 
ber of senescents reside in their own 
homes, while two in ten live with rela- 
tives. Seven hundred thousand are in 
institutions, hotels or large rooming 
houses. 

Older people experience not only a 
defenselessness against disability, the 
inroads of numerous diseases and de- 
privation of their job, but they also have 
less money with which to pay for medi- 
cal care (only one aged person out of 
four having hospitalization insurance 
at present). Three-fourths of these peo- 
ple have a cash income less than $1,000 
a year, while 15 per cent of them have 
less than $500 annually. 

Many senescents are forced to retire 
before they should. It has often been 
proved that many are still fully capable 
of executing skills and, if employed, can 
render additional years of valuable 
services. It is indeed fallacious to re- 
gard an arbitrary chronologic age such 
as the sixty-fifth year as the time for an 
individual to retire. Though many 
should in reality retire before this age, 
others are just as productive as younger 
people and their occupational injuries 
are fewer. Old people need to continue 
to work, for an occupation means for 
them prestige, sustenance, an opportu- 
nity for social contacts, as well as an 
insurance against loneliness and idle- 
ness. Regular employment is preferable 
to the small monetary benefit paid un- 
der the present system of Social Se- 
curity. 

Many older people who seem obnox- 
ious to their families are sent to state 
hospitals which are already understaffed 
and overcrowded. There they are fre- 
quently allowed to vegetate in bed, 
whereas they should be engaged in ac- 
tivities commensurate with their capac- 
ities and be allowed only an optimum 
amount of sleep and rest in bed. Many 
become emotionally ill because of lone- 
liness, forced idleness or a feeling of 
insecurity and rejection. Many, because 
of their lack of agility, fatigue and de- 
fects of sight and hearing, are unable to 
cope with the unparalleled pace of a 
highly mechanized, commercial age. 
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These people, feeling that their days of 
usefulness are over, are in great need of 
encouragement and help. Proper con- 
sideration of their desires and utilization 
of their potentialities will prove an in- 
calculably precious asset in many in- 
stances. If, however, such help and con- 
solation are not given, if the unhappy, 
dependent, aged person in the home is 
already suffering degenerative changes, 
a psychotic episode may be precipitated 
by a sudden unfortunate incident. Fre- 
quently paranoid reactions, especially 
of the arteriosclerotic group, are denun- 
ciations and suspicions hurled against 
those who should seem nearest and 
dearest. 

Especially during the climacteric in 
women, problems both difficult and 
numerous arise. During this critical pe- 
riod, when emotional disturbance is 
frequent, five per cent of the women 
experience abnormalities. Loss of a 
mate, of children departing from the 
home, of life-long friends claimed by 
death, of life-time savings or the neces- 
sity of sitting idly by and holding one’s 
hands can often constitute trauma suff- 
cient to bring on a breakdown. 

Among men who likewise experience 
abnormalities at a somewhat later period 
during their climacteric, the percentage 
is only one to three as compared with 
the incidence among females. At this 
time there is special need to give the 
male assurance that his potency will not 
be lost. 

Many individuals greatly fear the ap- 
proach of old age and, even after its on- 
set, appear unable to associate senes- 
cence with themselves. Hence is seen 
the great need of preparing for old age 
and accepting gracefully its inevitable 
approach. 

3ecause the significant factors of ger- 
iatrics have not been understood by the 
general public, by many members of 
the medical profession and by senescents 
themselves, older people who find them- 
selves unable to adjust, unable to re- 
pair their traumatic conditions and 
unable to react successfully to all pres- 
ent-day therapies have become the vic- 
tims of gross and shocking neglect. Even 


the general practitioner’s knowledge of 
geriatric medicine is woefully inade- 
quate. Most physicians at the present 
time continue to treat oldsters just as 
they do youngsters, except for modifica- 
tion of dosages. It becomes increasingly 
necessary for the practitioner to ac- 
quaint himself thoroughly with the 
principles of geriatric medicine and to 
realize that in the field of geriatrics 
there are many diseases peculiar to old 
age. The medical profession must strive 
after better understanding of the sen- 
escent mind, of the effects of inherit- 
ance, environment, temperature, cli- 
mate, infection, degenerative diseases 
and the various emotional trauma upon 
the aged and aging. In fact to meet the 
baffling problems of the senescent indi- 
viduals, it is necessary that the physician 
try to understand his patients in their 
physical, their intellectual and_ their 
emotional capacities. As oldsters strive 
toward a possible adjustment, their so- 
cial, intellectual and financial resources 
will prove vitally significant in the prog- 
nosis of their disorder. In fact, it is ob- 
served that among those who have ex- 
perienced emotional disorders, the more 
constructive a personality the individual 
had before his break, the more stable 
his economic status at that time, and the 
greater the degree of security and affec- 
tion he enjoyed then, the better will 
prove his chances for complete recovery. 

During this psychotherapeutic age 
much stress is being placed upon the 
development of healthy minds as well as 
healthy bodies among the children and 
youth of the nation, though up to the 
present time oldsters as a group have 
been shunned and neglected. Should 
the present trend continue, it may not 
be amiss to predict that with so large a 
representation as one senescent in every 
ten persons by 1970, a powerful influ- 
ence will make itself felt by the oldsters, 
who, because of the inflexibility of their 
senescent minds and their tendencies 
toward conservatism, may produce a 
drastic change within the social order. 
Science through its improved methods 
of surgery, medical therapies and de- 
cline in infant mortality, has enabled 
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people to live longer. Science likewise 
has proved that many diseases peculiar 
to oldsters are now amenable to treat- 
ment, though there are thus far no sig- 
nificant findings in the neoplastic and 
the degenerative metabolic diseases. 

The problem thus created by the pre- 
ponderance of older people in an ever- 
mounting proportion is indeed a com- 
plicated one and presents a challenge 
not only to geriatric psychiatry but also 
to industry, public health, government, 
religion, education and to society in 
general. 


NEW GOALS IN GERIATRICS 


To formulate an adequate program for 
meeting some of the abnormal conditions 
found today within the field of geriat- 
rics, let us first consider the desires of 
older people themselves. They want to 
feel independent as well as wanted. They 
wish to retain their dignity and self-re- 
spect. They dislike feeling rejected and 
wish to maintain themselves through 
work in which they experience pride 
and prestige as well as an antidote to 
idleness. Above all else, the aged and 
aging wish to feel that they are useful. 

Since the past methods in geriatrics 
have proved inadequate, the goals in 
the neglected field of this social, psycho- 
logic and industrial problem must em- 
brace numerous considerations. 


First—The public must be brought 
to a better understanding of the difficult 
problems found within the field of ger- 
iatrics. Professional men and laymen 
must be awakened to an interest in older 
people in order to assist them in making 
a better transition from the middle years 
of life to a balanced old age and to enable 
them to continue as useful citizens of 
their communities. The public must be 
brought to understand the various per- 
sonality changes likely to develop in the 
aging group. These include such tenden- 
cies and traits as aversion to innova- 
tions and novel ideas; frequent indul- 
gence in reminiscing but failure to recall 
recent events ; biased, opinionated, ex- 
aggerated expressions (sometimes 
mixed with confabulation) ; fatigue, 
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restricted mental activity, and decreased 
power to concentrate; indifference to 
physical appearance; emotional out- 
breaks ; slowing of speech, and so on. 
The public should also be familiar 
with the tendencies of the aged toward 
diabetes, malignant neoplasms, vascu- 
lar lesions and general arteriosclerosis. 
The public should be taught how to rec- 
ognize the common evidences of deteri- 
oration, as well as _psychopathologic 
signs. It should be apprised also of the 
dangerous threat obesity, overwork, 
tension, insufficient exercise and sleep, 
improper diet, sexual maladjustment, 
excessive use of alcohol and unhealth- 
ful emotional climates hold for the aging. 


Second—tThe representatives of med- 
ical specialties must teach older people 
how to anticipate the factors peculiar to 
aging, how to prepare for aging, and 
how to adapt themselves to the aging 
processes. Consolation, encouragement 
and help for meeting their conflicts must 
be given freely to the aging group. 


Third—Relatives must seek to under- 
stand the needs and desires of old peo- 
ple within the home. If emotional 
trauma prove detrimental to the young- 
er members of the group, there should 
be no feeling of guilt incurred through 
the removal of the senescent one to 
suitable quarters should this action be 
seemly. 

Fourth—Older people should not be 
forced arbitrarily to retire from work 
since chronologic age is not a proper 
determinant for retirement. Hobbies 
must be encouraged among the oldsters, 
including even those mildly disturbed. 


Fifth—Physicians must forewarn old 
people against future stresses occasioned 
by loss of loved ones, physiologic chang- 
es during the climacteric, and so on. 


Sixth—Educators need to devise 
proper tests for ascertaining the intellec- 
tual ability, the working ability, and so 
on, of oldsters to a much greater extent 
than has been done in the past. More 
university and college courses should be 
designed to help young adults and mid- 
dle-aged adults meet more effectively 








SOCIOMEDICAL PROGRESS 


the problems of senescence which will 
ultimately develop. 


Seventh—Suitable quarters must be 
provided for those in need of such. Since 
the pattern of culture in present-day 
American society is rapidly changing 
and old people are no longer, in many 
instances, retained in the family circle 
but are turned over to the government as 
public charges, an adequate institutional 
project providing rehabilitation and 
work therapy becomes an immediate 
necessity. All too frequently older peo- 
ple not belonging in psychiatric hospitals 
or almshouses have been housed therein. 
Better-equipped nursing homes and 
more geriatric wards in hospitals are 
needed. More old age guidance centers, 
community centers and organized day 
centers are a necessity for those oldsters 
who can meet together for social games, 
concerts, crafts, teas, movies, commu- 
nity singing, and other activities suited 
to their diminished capacities. Even 
while living within hospitals, older peo- 
ple must be provided with vocational 
activities in order that they may still 
feel productive. Various types of work- 
shop activities or housework programs 
must be provided to prevent mental and 
physical deterioration and to replace 
the former work day which had once 
symbolized dependence. When older 
people are residing in public homes, 
they should be given housekeeping 
chores or other work therapy which 
carries a small compensation. Perhaps 
by this means, apathy can be replaced 
by hopeful interest and deterioration 
of mind and body may be further ar- 
rested, 

Unquestionably there is constant need 
for better rehabilitation programs in 
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all hospitals where the aged are con- 
fined. A diversified program based on 
the needs and capacities of individual 
patients is necessary also for those who 
are chronically ill, for senile psychotics 
and for psychotics with cerebral arteri- 
osclerosis. 

Still another type of institution de- 
signed to meet the needs of the aging 
groups, regardless of their type ot 1n- 
firmity, might be a state-owned, state- 
operated institution consisting of a 
large number of physical units where 
both the married and unmarried are 
housed. Such an institution would pref- 
erably be located within a rural district 
in close proximity to a general or psy- 
chiatric hospital. An integrated program 
aimed at meeting the medical and social 
needs of the residents through pro- 
grams of occupational, recreational and 
medical therapy should be provided. 
Hobby quarters, a workshop, beauty 
shop, barber shop, vegetable and flower 
gardens and probably poultry-raising 
plots, and so on, should also be provided, 
as well as the usual entertainment fea- 
tures found in community life. Dormi- 
tory units should be provided with safe- 
guards and necessary conveniences such 
as ramps leading to the out-of-doors, 
heds with protective side boards, toilet 
facilities near living room and bed room, 
non-slippery floors, hand rails and so on. 


Eighth—Research into the baffling 
etiology of certain diseases peculiar to 
the later years is a necessity if longevity 
is to connote enrichment of life, as well 
as the lengthening of its span. Science 
has prolonged the years of the aging. 
Now the means must be found by which 
their disabilities and chronic diseases 
may be alleviated. 











Diabetic Manual 


Elliott P. Joslin, M.D., Sc.D., 9th Edition, 
1953. Philadelphia : 


pages. $3.00. 
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Joslin’s Diabetic Manual for Doctor and Pa- 
tient is too well known to require extensive 
discussion. This latest edition has been fully 
brought up to date, particularly in connection 
with statistical data and modern views con- 
cerning pathogenesis and therapy. Five brief 
but illuminating chapters have been added to 
this edition: on tuberculosis, neuritis, opthal- 
mologic problems, employment in relation to 
diabetes, and a description of the activities of 
the American Diabetes Association. The vast 
clinical experience behind Dr. Joslin’s per- 
sonal opinions give them considerable author- 
ity. 

It is a little unfortunate that the illustra- 
tions have not been revised more extensively. 
Many could be deleted as insignificant (pic- 
tures of patients are meaningless except as a 
sort of “memory book” recalling personalities 
to Dr. Josl’n himself) and the drawings are 
often crude and juvenile. 

The most important factor in the successful 
management of diabetes mellitus is the educa- 
tion of the patient. This education must in- 
clude: (1) an understanding of the nature of 
the illness and basic physiology, (2) an under- 
standing of nutrition and metabolism, (3) a 
sense of personal responsibility. This text is 
an invaluable aid in this necessary instruction. 
It should be studied carefully by every dia- 
betic and/or parent of diabetic children. 
Stieciitz, M.D. 
Washington, D.C, 


Epwarp J. 


Disorders of the Circulatory System 
The New York 
Twenty-Fourth Graduate Fortnight. Edited 
by Robert L. Craig, M.D. 1952. New York: 
Macmillan Co. 301 pages, $5.50. 


Academy of Medicine 


This book was written in collaboration with 


348 





Book Reviews 


the New York Heart Association. It consists 
of a number of fine lectures by experts in their 
field. Among them are Paul Klemperer, the 
well known pathologist ; Szent-Gyorgyi, who 
discovered vitamin C; Aaron Kellner, John 
W. Gofman, Herrman L. Blumgart, Robert L. 
Levy, Louis N. Katz, Lewis Dexter, Robert 
H. Wylie, George H. Humphreys II, Charles 
E. Kossmann, Eugene A. Stead, Jr., William 
Dock, Thomas H. Hunter, Irvine H. Page, 
George A. Perera, A. Wilbur Duryea, Jere 
W. Lord, Jr., and Stewart Wolf. 

These nationally known experts discuss the 
various phases of diseases of the heart and 
blood vessels. Dr. Gofman discusses diet and 
lipotropic agents in atherosclerosis. Szent- 
Gyorgyi describes some of the chemical prob- 
lems of contraction of the heart fibers. There 
are some chapters on the new surgical opera- 
tions for heart disease. All in all, this is a book 
that the heart specialist will enjoy reading 
during that last hour in the day before he 
turns out the light. 

Watter C. ALvarez, M.D. 


The Family Problems Handbook 


How and Where to Find Help and Guid- 
ance. Arnold W. Holmes. 1952. New York: 
Frederick Fell, Inc. 191 pages, $3.50. Paper 
bound, $1.49. 
This is one of the most useful books the re- 
viewer has ever seen. It tells troubled people, 
perhaps with a feebleminded child, or a blind, 
or deaf, or crippled child, where they can turn 
for help and information. Holmes lists the 
various organizations which help people. For 
instance, suppose an unmarried girl becomes 
pregnant : it tells of the various agencies which 
will help her. Suppose a man has just been 
paroled from jail or released from jail at the 
end of his time; it tells what organizations 
will help him to find a job. Suppose a parent 
has a stuttering child, it tells where to find 
help. W ater C. Atvarez, M.D, 
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Dicests from Current Literature 


Sympathectomy in Chronic Occlusive 
Arterial Disease. 


W. GRAHAM is M.D. and HERBERT 
Parsons, M.D., Am. J. Surg. 85 :642-647, 
1953. 

Excision of the lumbar sympathetic chain is 
of value in chronic occlusive arterial disease in 
the legs, particularly when residual vasomo- 
tor activity can be demonstrated. No preoper- 
ative procedure is infallible in picking the 
best candidates for sympathectomy. 

Age, sex, and duration of symptoms play 
little part in selection of individuals for sur- 
gery. Diabetes does not preclude a favorable 
outcome from sympathectomy unless tissue 
necrosis is already present. 

If pedal pulsations are palpable preopera- 
tively, response to surgery is uniformly good, 
but benefit may be obtained from the opera- 
tion in the absence of pulsations. Oscillometric 
readings do not aid in preoperative evaluation. 

All patients reacting well to three months 
treatment with vasodilating drugs have bene- 
ficial results from lumbar sympathectomy, 
but benefit may be obtained from surgery in 
spite of poor results from the vasodilators. A 
distinct lack of correlation is noted between 
the effect of preoperative paravertebral block 
or spinal anesthesia and the actual long-range 
effect from sympathectomy. 

When Diodrast arteriography shows pat- 
ency of the main arteries or adequate collater- 
als, satisfactory results follow surgery. Bene- 
fit is likewise obtained when complete occlu- 
sion is found, but claudication is the only 
symptom. If readings from the venous occlu- 
sion plethysmograph show even a minimal 
response after vasodilators, good results from 
sympathectomy can be expected in the major- 
ity Of Cases. 

The best long-term results are obtained 
from sympathectomy when only intermittent 
claudication is noted, the poorest when deep 
tissue necrosis and complete arterial occlusion 
have occurred. Early intervention is indicated 
before irreversible changes take place. 


Care of the Heart in Elderly People. 


F. J. McEwen, M.D., 
393-396, 1953. 


The problems of management of heart disease 
in the elderly patient are chiefly related to de- 
generative changes caused by the aging proc- 
esses. The most common diseases are caused 
directly by atherosclerosis, arteriosclerosis, 
and involutional changes in the myocardium. 
Frequent contributors to the etiology of heart 
disease are diabetes, hyperthyroidism, hypo- 
thyroidism, anemia, obesity, and arterial hy- 
pertension, 
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Strict diets to offset atherosclerosis by re- 
ducing lipid intake do not appear too suc- 
cessful. The best results are obtained with 
well-balanced diets not too high in calories. 
Obese patients have definitely shorter lives 
and a definite tendency to atherosclerosis, and 
therefore require weight reduction by restric- 
tions on both fats and carbohydrates. 

Involutional changes in the myocardium 
may be influenced by atherosclerosis, arterio- 
sclerosis and hypertension. The maximal 
blood flow through the coronary arteries is 
about 35 per cent less after the age of 60 than 
in youth. The changes account for the inabil- 
ity of the senile heart to adapt to strains easily 
tolerated in youth and are referred to as “se- 
nile heart disease.” The myocardium may fail 
without evidence of sclerotic changes and 
death may come suddenly with minimal strain 
or more slowly with congestive failure. 

The Master two-step test carefully admin- 
istered may furnish better information than 
the resting electrocardiogram in early cases 
of coronary insufficiency. Relief from angina 
pectoris can usually be obtained with sublin- 
gual administration of nitroglycerin, 1/150 gr. 
Good prophylactic results are obtained with 
pentaerythritol tetranitrate (Peritrate) 0.10 
mg. three or four times daily, exercise toler- 
ance being increased and electrocardiographic 
improvement noted. Paveril, 3 gr. t. id. is also 
a valuable prophylactic. All patients with cor- 
onary insufficiency should be advised to stop 
smoking because of the vasoconstrictor action. 
Patients should not be assigned to absolute 
rest if at all possible. 

The diagnosis of coronary thrombosis is 
usually made quickly and standard treatment 
procedures include opiates to relieve pain, 
oxygen to relieve anoxia, and rest. Pantopon 
may be more satisfactory than morphine for 
pain and is followed | by less nausea and vomit- 
ing. Patients in shock are in grave danger un- 
less the shock state can be overcome and arte- 
rial pressure raised to within a reasonable 
level before the situation becomes irreversible. 
One 4 cc. ampule of 1-arterenol (Levophed) 
1:1000 solution added to 1000 cc. 5 per cent 
glucose in water for intravenous drip, may 
remedy the shock state dramatically. The 
blood pressure must be checked every minute 
until a satisfactory pressure is obtained. The 
patient should not have the drug withdrawn 
abruptly. Another coronary dilator is 1l-arte- 
renol which does not increase cardiac output. 
The action is vasoconstriction of the systemic 
arteries. If satisfactory laboratory facilities 
are available the use of anticoagulants is 
probably wise. 

In the treatment of congestive failure digi- 
talis remains the most important drug. Better 
results are obtained by using preparations of 
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Advancing age—curtailed 
physical activity—and diets 
lacking in several or many es- 
sential nutrients, self-imposed 
because of imagined or real im- 
pairment of digestive function 
—not infrequently interfere 
with the patient’s intake of ad- 
equate amounts of the nutri- 
ents essential to health. 
Whenever this situation is 
encountered, Ovaltine in milk 
—a delicious food drink—will 
serve the aging patient well. 


First of all, it provides notable 
amounts of virtually all nutri- 
ents known to participate in 
metabolism, from biologically 
top-grade protein through the 
gamut of the needed vitamins 
and important minerals, clear 
down to the trace elements. 

Furthermore, Ovaltine in 
milk is bland and digested with 
notable ease. It requires no 
mastication and is a source of 
fluid, a point not to be over- 
looked with the aged. 
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the active principles, i.e. Digitoxin or Digox- 
in, the drugs being of uniform potency, less 
clinical toxicity, and being absorbed more reli- 
ably. Since older patients do not tolerate as 
large doses as younger persons the digitalizing 
should be modified until sufficient time 
to observe the reaction has elapsed. 

Arrhythmias may be dangerous and are 
treated with quinidine or Pronestyl as in 
younger patients. Also, low sodium diets, am- 
monium chloride, and mercurial diuretics are 
used for older patients as well as younger 
patients. 


dose 


Tussive Syncope and Its Relation to 
Epilepsy. 

DresMonp S. O’Douerty, M.D., 

16-21, 1953. 


Neurology 3 


The syndrome known as tussive syncope, la- 
ryngeal vertigo, or laryngeal epilepsy consists 
of fainting or dizziness, with or without con 
vulsions, after coughing spells. The cause is 
generally thought to be faulty cerebral hemo- 
dynamics. A recent survey of abnormal ence- 
phalograms in five cases indicates that some 
type of symptomatic epilepsy is a factor. 

Pulmonary emphysema and chronic bron- 
chitis, ordinarily associated with tussive syn- 
cope, are common ailments, yet only 177 syn- 
copal cases were described in world medical 
literature from 1876 to 1950. 

Most patients were elderly men. In one in- 
stance, syncope developed without cough and 
was preceded by epigastric aura which could 
be elicited by cough. In another instance brain 
waves were irregular, though few records 
have been made to date. Tussive syncope has 
been ascribed to both abnormal vascular re- 
flexes and deranged cerebral hemodynamics, 
but more than circulatory change must be 
responsible. 

Healthy young men are able to perform the 
Valsalva maneuver and hold forced expira- 
tion for at least 35 seconds without effect on 
the electroencephalogram. Obstruction of ve- 
nous return from the head and other methods 
of inducing cerebral congestion do not cause 
unconsciousness. 

Cortical dysfunction of some type is prob- 
ably responsible for sensitivity to tussive at 
tacks. 


Symposium on Problems of Fractures 
in the Aged. 

R. H. Metcarre, J. A. 
Mervyn Evans, J. G. 
WyMan and C, J. Gavey, 


McLaucHian, E. 
BONNIN, a FF B. 
Proc. Roy. Soc. 


Vedicine 46 106-112, 1952. 
Orthopedic problems in older people have 
several important facets. A British sympo 


sium concentrated on the following: 1.) insti- 
tutional attitude toward the geriatric orthope- 
dic patient ; 2.) upper extremity fractures ; 3.) 
treatment of fractures of upper end of femur; 
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anes- 
These 
subjects do not constitute the totality of the 


4.)fractures of the femoral neck; 
thesia; and 6.) medical management, 


special geriatric orthopedic field, but most 
aged patients present a problem in at least 
one or more of these categories. 

R. H. Metcalfe emphasizes that the aged 
orthopedic patient should be psychologically 
handled during the preoperative hospital stay. 
Some personal attention, pleasant, cheerful 
surroundings, palatable food, and adequate 
supportive therapy have very beneficial effects 
on the geriatric patient. 

Fractures of the upper extremity most fre- 
quently involved the radius and ulna, in the 
experience of J. A. McLauchlan. Of 345 frac- 
tures seen in a three year period, these bones 
of the forearm were involved in 200 patients. 
These patients were all over 65. Fractures of 
the humerus were second in frequency with 
73 cases. Then in lesser frequency came pha- 
langes, metacarpals, scapula, clavicle and 
carpals. In this series all the fractures united. 
Non-union in fractures of the upper extremity 
in the aged is the exception rather than the 
rule. The main problem is prevention of a 
stiff and painful shoulder. To a lesser degree 
stiffness and pain is a problem in the elbow, 
wrist and fingers also. Early active move- 
ments minimize this complication. Movement 
should be instituted even at the sacrifice of 
adequacy of reduction. 

Treatment of fractures of the upper end of 
the femur in the aged has as a primary object 
the relief of pain and restoration of mobility. 
If operation is safe, then internal fixation is 
the most efficient means of achieving these 
objectives, according to E. Mervyn Evans. 
Four advantages stem from operative treat- 
ment of trochanteric fractures: 1) decreased 
mortality ; 2) greater comfort and mobility ; 
3) better functional results; and 4) economy. 
In the present series, 101 cases with an aver- 
age age of 62.2 yielded a three month mortal- 
ity of 44 per cent under conservative treat- 
ment. The average hospital stay was 15 weeks. 
Conversely, 110 unselected cases with an aver- 
age age of 74.3 yielded a mortality of only 10.9 
per cent under surgery. These cases under- 
went nail-plate fixation and the average hos- 
pital stay was only 4.9 weeks. 

With fractures of the femoral neck in the 
aged, the majority of re are due to 
bad, pinning, in the opinion of J. G. Bonnin. 
Only a small percentage of hidlues s are due to 
complications of old age of avascular necrosis. 
Reluctance to permit early weight-bearing in 
these cases stems from three factors: 1) fear 
of separation at the fracture line; 2) occur- 
rence of avascular necrosis; and 3) non- 
union. Early weight-bearing is permissible in 
from two to six weeks, depending upon the 
weight of the patient, recovery of muscular 
control with bed exercises, and the efficiency 
of the pin as determined radiologically. The 
greatest hope for improved results with fem- 
oral neck fractures lies in improvement of 
surgical technics, 
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You can’t insulate your patient 


against the stresses of modern living... 


You can help him secure tranquillity 
by prescribing a judicious combina- 
tion of low-dosage sedation and ther- 
apeutic vitamin intake...including 
substantial quantities of Vitamin By. 
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Anesthesia in the aged is now an everyday 
procedure. Old people tolerate both anesthesia 
and surgery well. No patient need be denied 
an operation on the basis of age alone. General 
condition is far more important than number 
of years survived. The aged require less of 
any anesthetic agent to achieve the desired 
depth of anesthesia. The choice of drug is not 
so important as knowledge and skill in its 
administration, according to J. B, Wyman. 
Morphine must be used sparingly in the aged 
and hyoscine or scopolamine avoided. Simi- 
larly, barbiturates have excitatory effects on 
these patients. Pentothal may be safely used, 
if the proximity of anesthetic dose to lethal 
dose is borne in mind. A patent airway is ex- 
tremely important in aged patients. Even 
slight respiratory obstruction is poorly tole- 
rated. In the relief of asphyxia due to spasm, 
administration of a muscle relaxant followed 
by oxygen is a safer procedure than giving 
more Pentothal. 

Comprehensive medical evaluation is im- 
portant in the aged, but too much medical in- 
vestigation may lead to unwarranted delay in 
getting on with the job. In the aged, hyperten- 
sion can usually be discounted except in un- 
common instances where cardiac enlargement 
has occurred. Pronounced angina of recent 
origin calls for very conservative surgical 
treatment, but after a month of satisfactory 
cardiac progress, a necessary operation may 
be comparatively safe. Preoperative electro- 
cardiography is not imperative in the aged un- 
less there is a history of angina or dyspnea. 
Postoperative chest complications are still to 
be feared despite antibiotics. J. C. Gavey 
points out that attention to general nutrition 
of the older patient will be amply repaid, since 
the ease of tissue re pair in patients of advanced 
age indicates that aging is not degeneration 
but a physiologic process of involution and 
atrophy. Vitamins have a role in postopera- 
tive treatment. Preoperative medical evalua- 
tion should also rule out tuberculosis, dia- 
betes, hypothyroidism and anemia. 


Elective Proctologic Surgery in the Aged. 


B. RicHarp Jackson, M.D., South. M. J. 46: 

442-446, 1953. 
Decision to do elective proctologic operations 
in the aged requires a complete evaluation of 
the patient, with special attention to changes 
due to aging. A complete history is essential. 
During physical examination the state of nu- 
trition, the tone and color of the skin and mu- 
cous membranes, the blood pressure and state 
of peripheral vessels, the respiratory system 
and the heart receive particular attention. The 
anorectum and prostate and the vagina and 
pelvis in women are examined digitally. The 
lower ten inches of the bowel is proctosig- 
moidoscoped. 

Preoperative laboratory studies include 
complete blood count, differential, hemoglobin, 
urinalysis and blood test for syphilis. Fre- 


quently chest and colon x-ray studies, electro- 
cardiograms, kidney function tests and sugar, 
protein and urea nitrogen tests are done. 

Coronary occlusion, angina pectoris, con- 
gestive failure and syphilitic aortitis carry 
high operative mortality. Valvular heart di- 
sease with arrythmias does not add appreci- 
ably to the anesthetic or surgical risk. Med- 
ical consultation is obtained for the patient 
showing any signs of cardiovascular disease. 
Proctologic surgery is usually quite safe in 
the patient whose congestive failure has been 
well compensated with digitalis and diuretics. 
Elective surgery should not be considered 
until at least one year after coronary occlu- 
sion. Patients with angina but free of hyper- 
tension can tolerate surgery. Marked fall in 
blood pressure, anoxemia and excessive hy- 
dration are avoided. 

Further studies are indicated if the patient 
has a history of renal disease or shows albu- 
min or an inability. to concentrate. Azotemia 
or decreased urinary output increases surgical 
risk; elective procedures are postponed. Sur- 
gery is not contraindicated in benign prostatic 
hypertrophy provided symptoms of obstruc- 
tion or upper tract disease are absent. How- 
ever, postoperative urinary retention must be 
watched for. Careful catheterization, warm 
Sitz baths, active ambulation, mild anti- 
spasmodics, and occasionally, urinary antisep- 
tics are the usual methods of treatment. The 
urologist is consulted regarding preopera- 
tive obstructive symptoms. 

Elective surgery should be postponed until 
chronic pulmonary diseases are arrested or 
quiescent. Preoperative instruction on deep 
breathing, coughing, and ambulation is used. 

The properly controlled diabetic undertakes 
no greater risk from surgery. But because 
many of these patients have advanced arterio- 
sclerosis one must guard against phlebothrom- 
bosis and embolic phenomena. Elective sur- 
gery is performed only when the blood sugar 
is normal and there is no sugar in the urine. 

Lowered blood volume and anemia is treat- 
ed preoperatively with small, slowly adminis- 
tered transfusions. Adequate protein intake 
and supplementary vitamins are important. 

Local infiltration anesthesia is safest when 
indicated. The agent should not contain epine- 
phrine. Regional blocks are quite safe. Inhala- 
tion or pentothal anesthesia are contraindi- 
cated. Seconal 34 gr. is safe for preanesthetic 
medication; it may be combined with atro- 
pine. Phenobarbital is administered in doses of 
4 to % gr. twice daily for postoperative seda- 
tion. Demerol in doses of 50 to 100 mg. is the 
narcotic of choice. Dramamine may help post- 
operative nausea and vomiting. 

These patients are handled gently and kept 
warm and comfortable. The lateral or Sims 
position is preferred. Bleeders are tied secure- 
ly. Early ambulation is used unless severe 
anemia, cachexia, shock decompensation, or 
embolism is present. 











“In Cardiovascular patients, 


to compensate for impairment— 
of the entire 
nutritive > process... 
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J CV I a Geriatric Vitamin-Mineral Supplement 


Lederle Capsules 
Bottles of 30, 100, 250, and 1,000. 
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Gevrabon 
A liquid preparation especially suited to those unable or unwilling to ingest capsules. 
Bottles of 16 fluid oz. 
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Gevral Protein 
Geriatric Vitamin-Mineral-Protein Supplement Lederle 


An easily ingested powder for patients requiring added protein. 
Y, pound and 5 pounds. 


ARDIAC INEFFICIENCY, particularly when ac- 
( companied by circulatory impairment, in- 
creases the need for essential nutrients. Nutritional 
insufficiency may in turn give rise to renal dys- 
function and other metabolic disorders. The vicious 
circle of cardiac inefficiency—circulatory impair- 
ment—metabolic dysfunction can often be broken 
by multivitamin therapy. In addition vitamin- 
mineral supplementation is often desirable for 
remedying the vitamin inadequacy of diets designed 
for use in cardiovascular disease and hypertension. 
GEVRAL products are well adapted to meet the 
increased nutritional requirements of such patients 
and of all patients from the middle years on. 


*rea.u.s.pat.orr. **rrave-mark 


Detailed formulas will be supplied on request. 
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for the aged, 
invalid, 
cardiac, and 
high blood pressure 


patient! 


The Shepard Home- 
LIFT, the quality 
| residence elevator, 

and the EscaLlFT, a 

residence stair- 

climber, are designed 
for patients who can- 
not or should not 
“climb stairs. Costs 
about the same as a 
medium priced auto- 
mobile. Safe—easy 
to install—simple to 
operate—no special 
wiring required. 

Gives greater free- 

dom to the patient 

and eliminates stair- 
climbing drudgery. 

Write for complete 

literature. 
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THE SHEPARD ELEVATOR CO. 
5013-F3 Brotherton Road, Cincinnati 9, Ohio 
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GERIATRICS 
in the NEWS 


All announcements and news relating to 
geriatric medicine and research should be 
directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minne- 
apolis 2, Minnesota. 





Michigan Conference July 8 to 10 
Earning Opportunities for Mature Work- 
ers will be the topic for the sixth annual 
conference on aging sponsored by the 
University of Michigan to be held July 
8 to 10 at Ann Arbor, Michigan. De- 
voted to problems of employment and 
income maintenance of middle-aged and 
older people, the conference will attempt 
to fulfill the current need (1) to study 
and evaluate the problems associated with 
earning in the later years; (2) to de- 
velop methods for continuing and creat- 
ing earning opportunities for the mature 
worker; (3) to encourage joint action 
by community groups on behalf of aging 
workers; and (4) .to assist maturing 
workers to formulate personal plans for 
continued earning. Further information 
may be obtained by writing to Dr. Wil- 
ma Donahue, Institute for Human Ad- 
justment, University of Michigan, Ann 
Arbor. 
* 
Electrocardiography Course 
A continuation course in Electrocardiog- 
raphy for General Physicians will be 
given at the University of Minnesota 
from June 8 to 12. Emphasis will be 
placed on practical experience in the in- 
terpretation of electrocardiograms. Mem- 
bers of the guest faculty will include 
Myron O. Prinzmetal, M.D., of the In- 
.stitute for Medical Research, Cedars of 
Lebanon Hospital, Los Angeles, and Harry 
Ungerleider, M.D., medical director of 
the Equitable Life Assurance Society, 
New York City, who is also an associate 
editor of Geriatrics. Additional informa- 
tion may be obtained from the Center 
for Continuation Study, Minneapolis 14, 
Minnesota. 


& 
Aging Commissions Legislation 
The governor of Kansas has requested the 
state legislature to create a non-partisan 
commission to make a comprehensive 
study of the economic, employment, 
medical and social problems of older peo- 
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by prescribing 
low bulk, low cost, palatable 


a specially prepared, spray-dried, modified 
COW’S MILK with nothing added 
...and all the essential amino 

acids. An ideal, flexible balanced nutritive 
supplement . .. when added to liquids 

... puddings, etc. 


SEND FOR FREE SAMPLES AND NEW 
DOCUMENTED BOOKLET 


on uses of HI-PRO in Geriatrics, Surgery, 

Obstetrics and Internal Medicine. We know this booklet 
will be of value to you in your practice. Write to: 
JACKSON-MITCHELL PHARMACEUTICALS, Inc. 
10401 West Jefferson Blvd., Culver City, California 


APPROXIMATE 
ANALYSIS . . . HI-PRO 
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# 
Neither you,nor | 
your patients, have | 
. to change cigarette 
brands to enjoy the protection of 
filtered smoking. You can filter 
any Cigarette with a Denicotea 
Holder. 

Each Denicotea filter contains 
silica gel, one of the most effi- 
cient filtering materials known. 
This filter traps and absorbs 
nicotine and tars that would 
otherwise reach your nose, 
throat and lungs. 

PROFESSIONAL 2 PRICE 
INTRODUCTORY OFFER: 
Send for your Denicotea Holder, $1.25 
postpaid (regu- 


larly $2.50) 
Longer Denico- 














SEE FOR YOURSELF tea Holder, 

$1.75 postpaid 

( > (regularly $3.50) 

Gein EGR Write to Alfred 

Dunhill, Dept 

Before use: G-6, 660 Fifth 
Denicotea crystal Ave... N. Y.19 


filter is pure white 


After use: 
Denicotea filter turns 
black as it absorbs 

tars and nicotine 


DE- -NICOTEA 


FILTER HOLDER 
















ple in Kansas. ... A bill was recently 
introduced into the state legislature of 
Maine which would provide for a state 
committee on aging to be comprised of 
representatives of the legislature, state 
executive departments, and citizens. .. . 
A bill to establish a citizen’s advisory 
committee on aging has been passed by 
the New Mexico senate and sent to the 
house of representatives. 
e 
Nursing Home Guide 
The Welfare Council of Metropolitan 
Los Angeles has issued a booklet of cri- 
teria for lay people to follow in choosing 
nursing homes, titled What to Look for in 
Selecting a Suitable Home or Sanitarium 
for an Aged or Sick Person. Copies may 
be obtained on request. 
. 
Argonne Cancer Research Hospital 
The Argonne Cancer Research Hospital 
was recently dedicated as the latest addi- 
tion to the University of Chicago’s cen- 
ter of medical and biological research. 
Dr. Lowell T. Coggeshall, dean of the 
division of biological sciences, will di- 
rect the scientific program which will 
concentrate on development of new and 
improved treatment methods. 
. 
Heart Associaton Report 
The American Heart Association has is- 
sued its 1952 annual report, titled “To 
Live and To Work.” Copies are available 
on request from the association head- 
quarters at 44 East 23rd Street, New York 
City. 
« 
Symposium on Industrial Medicine 
and the Older Worker 
As a result of the interest shown in a 
Symposium on Industrial Medicine and 
the Older Worker, which was published 
in the January 1953 issue of Geriatrics, 
the publishers have prepared a supply of 
reprints which are now available on re- 
quest. The symposium consisted of papers 
on “The Industrial Physician and the 
Older Worker” by S. Charles Franco, 
M.D., F.A.C.P., associate medical di- 
rector of Consolidated Edison Company 
of New York, and “The Industrial Nurse 
and the Older Worker” by Winifred 
Devlin, R.N., nurse consultant to the 
division of industrial hygiene, U. S. De- 
partment of Health, Education and Wel- 
fare, Washington. Single copies will be 
sent without charge; larger quantities 
may be had at minimum cost. 











The Premier Thyroid Product Exclusively Prepared 





An Outstanding Achievement 
in Glandular Product 
Control 
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! iy ISOTHERMIC PROCESSING 


thyrar is the entirely new, bovine thyroid 
preparation with “isothermic processing” 
as the key to superior product uniform- 
ity. | Positive isothermic control at every 
step in manufacture and exclusive use 
of bovine thyroid glands “quick-frozen” 
at the time of removal from the animal 
provide a new, whole-gland prepara- 
tion of highest purity with distinct clinical 


advantages. 


ADVANTAGES OF *thyrar 


e Greater uniformity 
« Complete efficacy of the whole gland 
« Elimination of unwanted organic matter 


e Chemically assayed and biologically 
tested 


e Standardized equivalent to Thyroid U.S.P, 
« Tasteless 


e New, small-size offers greater patient 
. convenience 


HOW SUPPLIED: Tablets of 1%, 1 and 2 grains 
in bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY « CHICAGO 11, ILLINOIS 


PRYSIOLOGCIC THERAPEUTICS 
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NEWS from Advertisers 


Intrinsic Factor Hematinic B,» with Intrinsic Factor Concentrate ), 
0.8 mg. of folic acid, 133 mg. of ferrous 





Binaemon, the first hematinic to provide Ce soe a 
intrinsic factor concentrate, has recently sulfate, 50 mg. of vitamin C, and ron, ee 
been introduced by Organon, Inc., of liver concentrate — five ingredients 
Orange, N. J. hic dascnmtoear tans. Hen essential to treat adequately these many 
designed for adequate treatment of any @Memias. 

and all kinds of anemia—hypochromic, Oral administration of vitamin By, is 
microcytic, miacrocytic, normocytic, or effective only in ratio to the amount of 
pernicious. Each Binaemon tablet contains — intrinsic factor secreted in the patient's 
1/9 US.P. unit of Bifacton R (Vitamin stomach. Because Binaemon R contains 

(Continued on page 42A) 


: ic RT The Hollywood Convertible is really three 
a chairs in one... easily interchangeable to the 
Oe Tiel Feline WHEEL CHAIR i special type of chair desired. The Hollywood 
ix The LOW PRICE RANGE , Convertible is one of the brightest stars in the 
‘ Hollywood Line, which also includes the 
Soe and Adjustable Walker, Glide About Chair and 

ne odels Bedside Commode. 
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Write for information and complete catalog. 


EXLOLLL OS Pright Hollywood plating e 
Maroon Duck Upholstery 


DISTRIBUTED BY 


MECIICELMN Chrome Triple Plating EVEREST & JENNINGS 


Plastic Leatherette Upholstery 
761 N. HIGHLAND AVE. 
LOS ANGELES 38, CALIF. 


To keep “‘cholesterol age’! in step with chronologic age 


“TROPIC 


Helps lower excessive 


blood cholesterol levels, 


D rcrecable Dosage Forms 


B-TROPIC SOLUTION 

Each fluidounce contains: 

restore efficient Tricholine Citrate 
(47% choline base) 

Inositol 

Thiamine Hydrochloride 

Riboflavin 


fat and oxygen metabolism 


mm... 


In a flavored, sugar-free vehicle 


Hepatic Cirrhosis 


Bottles of 1 pint and 1 gallon 


B-TROPIC CAPSULES 
Each capsule contains: 
Choline Dihydrogen Citrate 


Atherosclerosis 


Diabetic Cholesteremia 


1. Gertler, M. M., et al.: 
Circulation 2:517-22, 1950, 


THE VALE CHEMICAL CO. 


pharmaceuticals Samples and literature available 
ALLENTOWN, PA. on request 


Thiamine Hydrochloride 

Riboflavin 

Nicotinic Acid 

Bottles of 100, 500, and 1000 capsules 





One tablet contains: 


Thiamin Chloride. 10 
Riboflavin 
Niacin Amide 
Calcium 

Pantothenate... 20 
Pyridoxin 

Hydrochloride.. 2 mg. 
Ascorbic Acid.... 300 mg. 
Vitamin Bi2 


Vitamin K 


Vitamin A 25,000 USP units 
VitaminD 1,000 USP units 


Yeast and liver fraction 2 


THERAPEUTI 
NUTRITION/ 
SUPPLEMEN 


Manganese. 
Magnesium 
Potassium 

















NEW SPECIALLY CONSTRUCTED TABLET 
RELEASES HYDROCHLORIC ACID 
GRADUALLY INTO STOMACH AT A RATE 


MORE CLOSELY PARALLELING NORMAL. 









BETTER TOLERATED -MORE EFFECTIVE. : 





ID TABLETS 
~— (Stuart) 
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ADVANTAGES: 


Specially constructed tablet releases hydrochloric 
acid in the stomach at a more normal rate. Elimin- 
ates disadvantages of the sudden release of HCI. 


Permits larger dosage in one tablet; each tablet pro- 
vides equivalent of 15 minims dilute HCI acid. 


Better tolerated — more effective. 


EACH TABLET CONTAINS: 


440 mg. Betaine Hydrochloride 
32.4 mg. Pepsin 
110 mg. Methylcellulose (controls release of HC!) 


BOTTLES OF 100... available at all pharmacies 


THE STUART COMPANY * PASADENA 1, CALIFORNIA 
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THERAPY IS 
INDICATED... 


GERIGNP 


A For 
Faulty Fat Metabolism and Related Diseases 





Gericaps provide high dosage of Lipotropics—Choline and 
Inositol—(Each capsule supplies the synergistic equivalent 
of approximately 1 Gm of choline dihydrogen citrate). 

Gericaps help to correct or improve capillary fault (Each 
capsule contains 20 mg. of Rutin and 12.5 mg. of Vitamin C). 


Gericaps aid in compensating for deficiencies in a fat and 
cholesterol restricted diet (Each capsule provides Vitamin 
A and B Complex in adequate potency) 


Your prescription marked Gericaps will bring you litera- 
ture on this comprehensive formula. 


si DET 
win osor ROIT 15, Micu. 
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STRAINED TUNA 


...a valuable adjunct 


to many “soft” diets 


Although originally packed for 
infant feeding, Strained Tuna Baby 
Food has been found valuable in 
diets of many older people. A high- 
protein food, it is easily digested 


and requires minimal mastication. 





























AVERAGE 
COMPOSITION 


Total Solids 21.8 g 
Protein 20.8 g 


Fat 0.6g 
Phosphorus 180 mg 
lodine 10 mcg 
Fluorine 1.5 mg 


Choline 40 mg 
Riboflavin 80 mcg 
Niacin 12 mg 
Animal Protein 
Factor (B,,) 8 mcg 





per 100 grams 


(94 calories per 100 ¢ 
grams, or 26.6 
calories per ounce) 














ESSENTIAL 
AMINO ACIDS 


(Values given as 
percent of protein) 


Arginine 5.2 
Histidine 5.7 
Isoleucine 4.7 
Leucine 7.0 
Lysine 8.3 


Methionine 2.8 
Phenylalanine 3.5 
Threonine 4.1 
Tryptophan 1.1 
Valine 5.2 




















Both brands 
j the same 
high Quality 
ta aya 
| Van Camp Laboratories | 
| Terminal Island, California | 
| Please send samples and complete | 
| information on Strained Tuna Baby Food. | 
| | | 
| Name | 
| | 
| | 
| | 
| | 
! 





NEWS from Advertisers 
(Continued from page 38A) 

Bifacton R —the only U.S.P.-approved 
intrinsic factor preparation—it assures the 
absorption of vitamin B,». regardless of 
the patient’s own gastric secretion of this 
vital nutritional principle. In addition, 
however, Binaemon supplies folic acid, 
essential in the treatment of most anemias 
and believed to have a synergistic or ad- 
ditive action with vitamin B,.;. ferrous 
sulfate, the essential ingredient in hemo- 
globin regeneration; vitamin C, for proper 
hemopoiesis and to serve as a reducing 
agent to enhance the absorption of iron; 
and liver concentrate to supply many nu- 
tritional factors, particularly the B_ vi- 
tamins, so often deficient in the anemic 
patient and needed for adequate hemo- 
poiesis. For most anemias, a dose of three 
Binaemon tablets per day will suffice. In 
severe anemia, including  macrocytic 
anemia of pregnancy, six tablets a day. 
In pernicious anemia, nine tablets a day. 
Binaemon is available in bottles of 50 
tablets. As with all Organon products, 
Binaemon is never advertised to the laity. 
Descriptive literature on Binaemon is 
available on request. 
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Make Mull-Soy your first choice 
when establishing a milk-free 
diet for infants, children, or adults, 


The BORDEN Company @) 


Prescription Products Div. 









‘ 350 Madison Avenue A 
\ Ja 
\ New York 17 
\ 















Message from the Secnretary-General of the 
WORLD MEDICAL ASSOCIATION 


You, too, have a place in the World Medical Association 
What affects world medicine affects you. 
This is your only voice in World Medicine. 


as a civilian physician ... you will benefit because... 


. . . W.M.A. promotes closer ties among 43 medical societies with 700,000 members. 


. . . W.M.A. represents the interest of the medical profession at the World Health 
Organization, UNESCO, International Labor Organization and similar groups when 
there are discussions affecting medical practice. 

. . . W.M.A.’s surveys on “Postgraduate Medical Training,” “Social Security,” “Phar- 
maceutical Practice,” and “Hospital Practice” are typical of the up-to-date reports 
made available to you. 


as a member of the armed services . . . you will benefit because. . . 


. . . W.M.A. has had a part in revising regulations that would affect you if you are 
captured by the enemy. Under current regulations (in contrast to those of the past) you 
will be protected, respected and remunerated, with the same allowance as the corre- 
sponding enemy personnel. 


as a retired physician ... you will benefit because .. . 


. W.M.A. will help you to keep in touch with medical progress throughout the 
world 


as a member of the medical profession 
anywhere in the world... you will benefit because .. . 
. W.M.A. will furnish you with letters of introduction to the secretaries of the 
National Medical Associations in any countries you intend to visit. 
. . W.M.A. fosters world peace. 
W.M.A. is Approved by the American Medical Association. JOIN NOW! 


Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 


I desire to become an individual member of the World Medical Association, United 


States Committee, Inc., and enclose check for $_— , my subscription as a: 
Member —$ 10.00 a year 
_____Life Member — $500.00 (No further assessments) 


Sponsoring Member—$100.00 or more per year 


SIGNATURE 


ADDRESS. 





(Contributions are deductible for income tax purposes) 








Knox Gelatine 
"Sinn nd oto coe proven atfar ve 


increased in every case, with hig 
statistical significance, in refractory 
anemia patients plateaued to iron 


& 
and getting a good diet. If} he 


Gelatine is a good hematopoietic 
protein because it contains 
70 per cent of blood-building amino 


acids, according to criteria of 
Whipple and Robscheit-Robbins.? 


Gelatine contains 25 per cent of 
glycine, an amino acid used in the 


* 
synthesis both of the hemin® and the 
globin‘ portion of hemoglobin, and 
is utilized directly for these purposes.® 


An envelope of Knox Gelatine taken in 
water, or a favorite fruit juice, 

milk, or other beverage, two to four 
times a day according to need, 

will furnish an abundance of hemin and 
globin building amino acids and lead 
to better utilization of iron. 

Large doses are necessary by the law 
of mass action, in order that the 

amino acids will be used directly, 

























ee before deamination or synthesis 
IN 4-ENVELOPE FAMILY SIZE AND A 4 
32-ENVELOPE ECONOMY SIZE PACKAGES. into other body proteins. 


Knox Gelating v.s.r.- Aut Protein - No Sugar 


1. Reich, C., and Mulinos, M. G., Treatment of Refractory Nutritional 
Anemia with Gelatine. Bull. N. Y. Med. Coll. March 1953. 


2. Whipple, G.H., and Robscheit-Robbins, F.S.: Amino ca and Hemo- 
globin Production in Anemia, J. Exper. Med. 71:569, 


3. Shemin, D., and Rittenberg, D.: Utilization of otal “ the Synthe- 
sis of the Porphyrin, J. Biol. Chem. 159:567, 1945; The Biological 
Utilization of Glycine for the — of the Protoporphyrin of Hemo- 
globin, J. Biol. Chem. 166:621, 1946. 


4. Grinstein, — , Kamen, | M., and ‘Moore, C.V.: The Utilization of Glycine 
in the of I J. Biol. Chem. 179: 359, 1949, 


5. Graff, J., ane Hoverman, H. D.: On the Metabolism of Beta-Alanine, 
J. Biol. Chem. 186:369, 1950. 
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When age is a factor 

»-»- MANDELAMINE* 
combines caution with 
control in the therapy 


of URINARY 
INFECTIONS 


because it usually “can be given intermittently for long periods 
without toxicity and at relatively low cost.’’! 





“Of importance because of its frequent occurrence and refractoriness 
to all antibiotics is chronic non-specific prostatitis.’’? 


The danger of toxic reactions may preclude administration of 
sulfonamides to patients who require protracted therapy. 


1. Hinman, F., Jr.: California Med. 7:1 (Jan. )1952. 
2. Furlong, J. H.: Delaware State M. J. 24:170, 1952. 


Recommended therapeutic dosage: 3 to 4 tablets t.i.d. 






= | NEPERA CHEMICAL CO., INC. 
as Pharmaceutical Manufacturers « Nepera Park, Yonkers 2, N. Y. 
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: Borcherdt wu 


MALT SOUP 











Extract * 





A New Dietary Management for 


CONSTIPATED ELDERLY 


Developed originally for infant constipation, Malt Soup 
Extract provides a new means of treating constipation in 
the elderly. Gentle, safe, physiologic action. No harsh laxa- 
tive drugs, no mineral oil, no bulk laxatives. Meets a real 
need in geriatrics! 

DOSE: 1 or 2 tablespoonfuls QID until stools are soft (may 
take several days), then 1 or 2 Tbs. at bedtime. 
*Specially processed malt extract neutralized with potage 
sium carbonate. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave., Chicago 12, IID. 
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THERAPEUTICALLY EFFECTIVE 


cum methyl salicylate 





indicated wherever the stimulating and metabolic 
effects of IODINE in IODEX and the analgesic action of Methyl 


Salicylate are needed topically and for percutaneous absorption. 


For strains, sprains, painful joints and 


aching muscles e rheumatic pains e relieves . 


itching in skin diseases. 








Samples and literature sent on request. 


MENLEY & JAMES, LTD., 
70 WEST FORTIETH STREET, NEW YORK 18, N.Y 
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Searle Research 
Progress Report: 


Continued investigational work has 
resulted in Pro-Banthine, a new anti- 
cholinergic drug with high potency, 
small dosage, minimal side effects, 
agreeable taste and convenient dosage 
schedule. 


The new anticholinergic, Pro- 
Banthine* (brand of propantheline 
bromide) provides a powerful drug in 
the therapy of peptic ulcer, intestinal 
hypermotility and other conditions of 
parasympathotonia. 

The high potency of Pro-Banthine 
permits its use.in small dosage. With 
the suggested dosage of one tablet (15 
mg.) with meals and two at bedtime 
there is little likelihood of untoward 
manifestations. 

Pro-Banthine has a pronounced in- 
hibiting action on stimuli at (a) the 
parasympathetic and sympathetic 
ganglia and (b) the effector organs of 
the parasympathetic system. 

Pro-Banthine is produced for oral 
use in 15 mg. sugar-coated tablets. 


SEARLE 


Research in the Service of Medicine 
*Trademark of G. D. Searle & Co. 


Top—Section through duodenal 
bulb just distal to pylorus through 
center of ulcer crater. 


Center—Healing ulcer with scar 
tissue and regeneration of tissue 
layers. 


Bottom—Healed ulcer with restora- 
tion of mucosa. 
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WITH CONSERVATIVE, GENTLE MEDICATION 


As a supplement to simple instructions on sensible living, the 
combined effects of sedation and vasodilation help to reduce 
nervous and vascular tension. 

Theominal exerts a general tranquilizing effect and thus helps 
to control emotional outbursts that may induce dangerous 
vascular crises. With continued administration of Theominal a 
gradual reduction of blood pressure frequently occurs with relief 


of congestive headache, chest pains, vertigo and dyspnea, 


DOSE: | tablet two or three times daily With improvement the dose may be reduced or omitted periodically 


Winthrop-Stearns, Inc. + New York 18, N. Y. * Windsor, Ont. 


Theominal and Luminal (brand of phenobarbital 
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for longer, 
more lasting 
relief of itch... 


Is a totally new synthetic agent unrelated to the 


antihistamines or -caine compounds. 


Relieves itch more rapidly in more patients for a longer period of time 


(up to 12 hours from one application). 
Retains its effectiveness on continued use. 
Is nontoxic and nonsensitizing. 


nongreasy, nonstaining.and nonodorous, 


Eurax in scabies: Only one or two applications 


produce cure rates ranging up to 100 per cent. 


35, 1949 Peck, M., and Michel- 

1934, 1950 Pierce, E., Jr.: J. Nat. 
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GEIGY PHARMACEUTICALS 
Division of Geigy Company, Inc, 
220 Church Street, New York 13, New York 
In Canada: Geigy (Canada) Limited, Montreal 








